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in over 8O percent of all 
bacterial infections 
you encounter... 
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normal living for.... 


at work and at play 


adults should be encouraged 
to work...and every 

effort should be made 

to keep children in school. 
With accurate diagnosis 

and proper treatment, 

the majority of epileptics, 
like the diabetics, can carry 
on a normal life. 


@a mainstay in anticonvulsant 
therapy, alone or in 
combination, for control of 
grand mal and psychomotor 
seizures-=- 

with the added advantages 

of greater safety and of little 
or no hypnotic effect. 


DILANTIN Sodium is supplied in a variety of forms -- 
including Kapseals® of 0.03 Gm. (% gr.) and 0.1 Ga. 
(14 gr.) in bottles of 100 and 1,000. 
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DOCTOR, here’s a question and an answer you may 
find useful when patients ask about cigarettes: 


What Viceroys 
for you that other 
filter tip can 


ONLY VICEROY GIVES YOU 


20,000 Filter Traps | 


IN EVERY FILTER TIP 


TO FILTER-FILTER-FILTER 
YOUR SMOKE 
WHILE THE RICH-RICH 
FLAVOR COMES THROUGH 


These filter traps, doctor, are com- And, in addition, they enhance the 
posed of a pure white non-mineral flavor of Viceroy’s quality tobaccos 
cellulose acetate. They provide to such a degree that smokers re- 
maximum filtering efficiency with- port they taste even better than 
out affecting the flow of the smoke. cigarettes without filters. 


WORLD'S MOST POPULAR FILTER TIP CIGARETTE 


VICEROY 
Tilter Tip 
CIGARETTES 
KING-SIZE 
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(feserpine CIBA) 


A pure crystalline alkaloid of rauwolfia root 
| first identitted, purified and introduced by CiIBA 


In anxiety, tension, nervousness and mild to severe neu- 
roses—as well a6 in hypertension —SERPASIL provides 


a nonsoporific tranquilizing effect and a sense of well- — 
being. ‘Tablets; 0.25 mg. (scored) and 0:1 mg. 


| New! SERPASIL® ELIXIR 
Each 4-ml. teaspoonful contains 0.2 mg. of Serpasil 


= 
are 
ay 
{ 
i 
4 
a 
Vv 
3 
- 
4 
i 
| 
. 
"4 
| 
J 
} 
: 
rig é 
> 
{ 
{ 
: 


vi DELAWARE STATE MEDICAL JOURNAL JULY, 1955 


Meat... 


and the Problem of 


Senile Osteoporosis 


Perhaps under the still-persisting influence of the mistaken “health 
legends” of former days, many older people tend to eat less meat and 
other nutritionally valuable protein foods than they should; thus, the 
osteoporosis that occurs naturally in the aging body may be unduly 
augmented. ! 


A balanced diet supplying optimal amounts of protein is essential, 
and appears to be useful in preventing and in slowing the progress of 
osteoporosis in senile persons. Adequate protein intake is instrumental in 
supporting osteoblastic activity so necessary for production of osseous 
matrix. ‘‘When osteoporosis is present, the prime objective is an adequate, 
high protein diet (a gram or more [of protein] per kilogram of body 
weight), to aid in building bony matrix for osteoblastic activity.’”! 


Meat constitutes one of the most important sources of protein in the 
nutrition of the aged. Meat offers biologically effective protein—effective 
in the maintenance as well as the reconstruction of wasted or damaged 
tissue. Its natural content of B vitamins and of essential minerals not 
only helps to supply the daily needs for these nutrients, but is necessary 
for the proper utilization of amino acids.’ 


The appealing taste of meat, its appetite-stimulating quality, and its 
almost complete digestibility also are important in geriatric nutrition. 


1. Rechtman, A. M., and Yarrow, M. W.: Osteoporosis, Am. Pract. & Digest Treat. 
5:691 (Sept.) 1954. 

2. Cannon, P. R.; Frazier, L. E., and Hughes, R. H.: Factors Influencing Amino 
Acid Utilization in Tissue Protein Synthesis, in Symposium on Protein Metabo- 
lism, New York, The National Vitamin Foundation, Inc., 1954, pp. 55-90. 


The nutritional statements made in this advertise- 
ment have been reviewed and found consistent with 
current medical opinion by the Council on Foods 
and Nutrition of the American Medical Association. 


American Meat Institute 
Main Office, Chicago ... Members Throughout the United States 
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ANNOUNCING 

THE SECOND 

NEW 
CRYSTALLINE 
CORTICOSTEROID 
DISCOVERED AND 
INTRODUCED 
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METICORTELONE is now available as 5 mg. buff-colored tablets, bottles of 
30 and 100. In the treatment of rheumatoid arthritis, dosage of 
METICORTELONE begins with an average of 20 to 30 mg. (4 to 6 tablets) 
a day. This is gradually reduced by 2% to 5 mg. until maintenance dosage, 
which may be between 5 to 20 mg., is reached. The total 24-hour dose 
should be divided into 4 parts and administered after meals and at bedtime. 
Patients may be transferred directly from hydrocortisone or cortisone to 
METICORTELONE without difficulty. 


first of the new Schering corticosteroids 


METICORTEN 


PREDNISONE, SCHERING (METACORTANDRACIN) 


e replacing the older corticosteroids 


rheumatoid arthritis 
intractable asthma 
other collagen diseases 


® more active than hydrocortisone or cortisone 
milligram for milligram 

relatively free of significant metabolic, 

water or electrolyte disturbances.” 


METICORTEN is available as 5 mg. scored, white tablets in bottles of 30 and 100. 


METICORTELONE,* brand of prednisolone (metacortandralone). 


METICORTEN,”* brand of prednisone (metacortandracin). 
*T.M. 


MC-J-S16 


SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY 
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KALAMAZOO 


effective Available in 5 mg. 
biets in bottles of 30 and 100 


*Trademark for the Upjohn brand of prednisone (delta-I- cortisone) 


With “Pre 
enopausal distress is 
prompt and the “sense of well-bein 
imparted is highly gratifying 
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a non-barbiturate, non—habit-forming, 
tranquilizing and stabilizing agent 


RAU-s E 


(Squibb Reserpine) 


Rau-sed may be employed to achieve a calming, tran- 
quilizing effect. Rau-sed may be found useful in situa- 
tions accompanied by stress and anxiety and has been 
reported helpful in a number of physical disorders with 
associated emotional overlay (such as headache, derma- 
tologic disorders, gynecologic disorders, enuresis, etc.). 


Oral Dosage for Office Practice: The usual daily dose may range 
from 0.25 mg. to 1.5 mg. Dosage may start with 0.25 mg. t.i.d., and 
may be adjusted upward or downward. It is important, in adjusting 
Rau-sed dosage, to consider that results may not appear for one to 
two weeks after therapy is instituted. When a maintenance level is 
achieved, Rau-sed may be given as a single daily dose or in divided 
doses, as the patient prefers. Some patients may need and tolerate 
higher dosage; in such patients, Rau-sed has proved most effective 
in conjunction with psychotherapy. Note: Patients receiving large 
doses, or those who receive the drug over a long period, should be 
watched for signs of depression; this can be alleviated by reducing 
the dosage or withdrawing the drug. 


Supply: 0.1 mg. and 0.25 mg. tablets, bottles of 100 and 1000; 0.5 
mg. tablets (scored), bottles of 50 and 500; 1.0 mg. tablets (scored) , 
bottles of 30, 100, and 500; 4.0 mg. tablets (scored), bottles of 100 
and 1000 (for psychiatric use). RAU-SED Parenteral, for the treat- 
ment of hospitalized psychiatric patients, 5.0 mg. and 10.0 mg. ampuls. 


SQUIBB a name vou can trust 
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(FLUDROCORTISONE ACETATE, MERCK) 9 ALPHA-FLUOROHYDROCORTISONE ACETATE 
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NI IN THE TOPICAL TREATMENT 


OF ALLERGIC SKIN CONDITIONS 


TOPICAL LOTION 


ALFLORO 


ACETATE 


MOST EFFECTIVE — 

Therapeutically active in 1/10th the concentration of hydrocortisone (Compound F). ° 
MOST ECONOMICAL | 

Superior spreading qualities—a small quantity covers a wide area. 

MOST ACCEPTABLE 


Most patients prefer the cosmetic advantages of thiihcasy-to-apply, 
smooth spreading lotion. 


Supplied in a cosmetically elegant base in two con- 
centrations: 0.25% and 0.1% in 15 cc. plastic squeeze 


| bottles. 
: Also available: Alflorone Topical Ointment in 5 gm. Philadelphia 1, Pa. 
| tubes—two concentrations—0.25% and 0.1%. DIVISION OF MERCK & CO., INC, 


WEIGHT FOR WEIGHT, THE MOST EFFECTIVE 


_ ANTI-INFLAMMATORY AGENT YET DEVELOPED FOR TOPICAL USE 
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SD The Best Tasting Aspitin <S) The Flavor Remain Stable Bottle of 24 tablets 15! 
you Can preseribe down to the tablet (25 gre. each) 


We will be pleased to send samples on request 
THE BAYER COMPANY DIVISION of Sterling Drug Inc., 1450 Broadway, New York 18, N.Y. 
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KALAMAZOO 


*Trademark for the Upjohn brand of prednisolone (delta-l-hydrocortisone) 


Back to first principles for REAL BREAD 


The makers of Pepperidge Farm Bread be- 
lieve in fresh natural ingredients for nutri- 
tionally valuable and taste- pleasing bread. 
So the flour for our Whole Wheat Bread 
is stone-ground in our own grist mills—con- 
tains the wheat germ and all the natural 
goodness of the whole grain. And we use 
whole milk, sweet cream butter, yeast and 
unsulphured molasses to make our bread. 


We offer White Bread, too—made with 
unbleached flour, dairy-fresh ingredients. 

We suggest that Pepperidge Farm Bread 
deserves a place on your table. 

For information about our special saLT- 
FREE Bread, please write to me. 


>» 


PEPPERIDGE FARM BR 


NORWALK, CONNECTICUT 
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(PREDNISONE, MERCK) 


FORMERLY METACORTANDRACIN) 


DELTRA is the Merck brand of the new steroid, prednisone 


(FormMerRLY METACORTANDRACIN ) 


DELTRA is a new synthetic analogue of cortisone. 
DELTRA produces anti-inflammatory effects simi- 
lar to cortisone, but therapeutic response has been 
observed with considerably lower dosage. With 
DELTRA, favorable results have been reported in 
rheumatoid arthritis with an initial daily dosage of 
20 to 30 mg. and a daily maintenance dose range 
between 5 and 20 mg. 

Salt and water retention are less likely with 
recommended doses of DELTRA than with the 
higher doses of cortisone required for comparable 
therapeutic effect. 


. 
& 


Indications for DELTRA: Rheumatoid arthritis, 
bronchial asthma, inflammatory skin conditions. 


SUPPLIED: DELTRA is supplied as 5 mg. tablets 
(scored) in bottles of 30. 


Philadelphia 1, Pa. 
DIVISION OF MERCK & CoO., INc. 
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EFFECTIVE 
PROVED 


x()] 


broad-spectrum 
antibiotic 


ae 


for intramuscular use 


‘Terramycin 


Brand of oxytetracycline hydrochloride HC! 


INTRA MUS © hare 


* Rapidly attained therapeutic levels 
* Proved broad-spectrum action 


* For use when oral therapy is not practical or is contraindicated 


* Just 100 mg. (one single-dose vial) every 8 to 12 hours is 
adequate for most infections in adults 


* Usually well tolerated on DEEP intramuscular injection (Con- 
tains procaine to minimize local tissue reaction) 


* When reconstituted, forms a clear solution 


Supplied: In powder form, in single-dose vials. When recon- 
stituted by addition of 2.1 cc. of sterile aqueous diluent, each single 
dose (2 cc.) contains: 


Crystalline Terramycin hydrochloride . . .. . . 100mg. 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Ine. 
Brooklyn 6, N. Y. 
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In emotional and nervous disorders, 
Mebaral exerts its calming influence 
without excessive hypnotic action. 
Mebaral is also a reliable anticonvulsant. 


INDICATIONS: 

Because of its high degree of sedative 
effectiveness, Mebaral finds a great field 
of usefulness in the regulation of 
agitated, depressed or anxiety states, 

as well as in convulsive disturbances. 
Specific disorders in which the calming 
influence of Mebaral is indicated 
include neuroses, mild psychoses, nervous 
symptoms of the menopause, hyper- 
tension, hyperthyroidism and epilepsy. 


for sedation 


Sedative: 
32 mg. (% grain) and 

new 50 mg. (% grain) 
Antiepileptic: 

0.1 Gm. (1% grains) 

and 0.2 Gm. (3 grains) 


ipa) 
‘ 
ee WINTHROP-STEARNS INC. w York 18, N.Y., Windsor, Ont. 
7 
‘ 
Meboral, trademark reg. U.S. & Canada, brand of mephobarbital 
: 
“a 


preserve summer pleasures 
with these advantages 


™ unusually rapid relief 
™ outstanding freedom from side effects 


maximum convenience 


in the greatest variety of oral forms 


CHLOR-TRIMETON REPETABS, 8 mg. 
up to 12 hours of uninterrupted relief reported with just one dose 
CHLOR-TRIMETON REPETABS, 12 mg. 
for prolonged therapy in more difficult cases 
CHLOR-TRIMETON Tablets, 4 mg. 
for initiating therapy, maintenance therapy or adjusting dosage 
CHLOR-TRIMETON REPETABS with Sodium Pentobarbital, 
gr. for nightlong relief and assured sleep 
CHLOR-TRIMETON Syrup, 2 mg. per 4 cc. 
palatable, compatible liquid 


Cutor-Traimeton® maleate, brand of chil 
Reretass,® Repeat Action 


Schering Corporation 
OOMFIELD NEW JERSEY 
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‘a preferred basic Insulin for all diabetics _ 


SE 


BLOOD 


| 


REGULAR OR PROTAMINE 
UNMODIFIED INSULIN ZING INSULIN 


ETIN 
IN, LILLY) 


{INSUL 


Lente (Insulin, Lilly) 


Another step toward the ideal Insulin 


Simplified administration—Only one injection a day con- 
trols the majority of diabetic patients. 


Simplified therapy—Approximately 85 percent of all diabetic 
patients can be treated with Lente [letin (Insulin, Lilly) alone. 


Simplified formula—Lente [letin (Insulin, Lilly) is the only 
intermediate-acting Insulin free of foreign modifying proteins. 
Simplified identification—The new distinctive “Hexanek”’ 


bottle makes identification easy. Supplied in U-40 
and U-80 strengths 
Write for descriptive literature today. at all pharmacies. 


ELI LILLY AND COMPANY ee INDIANAPOLIS 6, INDIANA, U.S.A. 
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BONE MARROW CULTURES 
IN BACTERIOLOGIC DIAGNOSIS 


JAMES F. FLANDERS, M.D.,* 
and 
Etvyn G. Scott, M.T., 
Wilmington, Del. 

It is a fundamental principle in treating 
diseases of bacterial etiology that the isola- 
tion and identification of the etiologic agent 
is necessary before the appropriate therapy 
can be instituted. However, the problem 
of isolating the offending organism is not 
always an easy matter. Every physician is 
familiar with cases of pulmonary tubercu- 
losis in which repeated microscopic exam- 
ination and culture of the sputum fails to 
reveal the tubercle bacillus; or cases of sub- 
acute bacterial endocarditis, typhoid fever, 
brucellosis, etc., in which blood cultures fail 
to yield the offending organism. In cases in 
which the usual culture material is not con- 
tributory, help may be obtained by a cul- 
ture of the bone marrow. Obviously, if the 
causative organism is recoverable by cul- 
ture of blood, sputum, stools, or other read- 
ily accessible body fluids, a culture of the 
bone marrow is not indicated. 

From the therapeutic standpoint the im- 
portance of bacterial identification is quite 
evident when one considers the difference 
in penicillin susceptibility in cases of en- 
docarditis due to relatively sensitive strains 
of alpha hemolytic streptococcus and less 
sensitive strains of streptococcus fecalis. 

Barbagallo (cited by Mallin et al') in 
1938 reported a higher percentage of posi- 
tive isolations from bone marrow blood 
than from venous blood in cases of brucel- 
losis. Brenes (cited by Mallin et al') ob- 
tained comparable results with those of 
Barbagallo, the marrow being positive in 
some cases in which the peripheral blood 
was sterile. 

Mallin et al' conducted a study of sub- 
acute bacterial endocarditis, with the view 
of comparing the relative values of venous, 
arterial and marrow cultures. Of 327 sam- 
ples of arterial, venous and bone marrow 


*Associate in Medicine, Bacteriologist, Delaware Hospital. 


blood from 88 cases, all three types of cul- 
tures were positive in 12 cases. Bone mar- 
row cultures were positive in 21 cases, ve- 
nous blood in 19, and arterial blood in 15. 
Bone marrow cultures were positive in four 
of five patients under penicillin therapy 
who had negative venous cultures. The au- 
thors concluded that bone marrow cultures 
were useful in the diagnosis of subacute 
bacterial endocarditis; furthermore, they 
offer a method of establishing evidence of 
cure in this disease. 

Choremic and Pantazis* cultured the 
bone marrow in 65 cases of tuberculosis 
and obtained 16 positive cultures. In 12 of 
these cases the organism was of the human 
type, and in 4 cases the bovine type was iso- 
lated. Horowitz and Gorelick,’ reporting on 
the use of bone marrow aspirations in the 
diagnosis of tuberculosis, found the pro- 
cedure innocuous, rapid, and of definite 
diagnostic value. The early diagnosis of tu- 
berculous bacillemia and its sequelae, in- 
cluding tuberculous meningitis, was estab- 
lished by this method. They cultured tu- 
bercle bacilli from the bone marrow in 5 of 
14 patients. 

Hirsowitz and Cassel‘ obtained 18 posi- 
tive marrow cultures from 28 patients sus- 
pected of having typhoid fever. In 5 of 
these patients the marrow culture was posi- 
tive when simultaneous blood cultures were 
negative. In no instance was the blood cul- 
ture alone positive. Blanco et al (cited by 
Hirsowitz and Cassel‘) isolated typhoid 
bacilli from the marrow in 42 of 45 cases, 
while in only 27 cases was a positive cul- 
ture obtained by blood culture. 

Schwartz and Barsky’ cultured Histo- 
plasma capsulatum from the bone marrow 
of a case of histoplasmosis when other 
studies, including histoplasmin skin test, 
failed to suggest the presence of this dis- 
ease. 


Case Reports 
R. W., a 3 year old colored male, was 
admitted to the Delaware Hospital in Au- 
gust, 1953 with a provisional diagnosis of 
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fever of undetermined origin. Because of 
the presence of many immature white blood 
cells in the peripheral blood smear, a bone 
marrow aspiration for microscopic examin- 
ation and culture was performed. Salmonel- 
la typhi was isolated from the bone marrow 
culture, thus establishing the diagnosis. 
The patient made a complete recovery on 
chloramphenicol therapy. Although typhoid 
bacilli were later cultured from venous 
blood, the diagnosis was established earlier 
by culture of the bone marrow. 


W. Y., a 23 year old female, was admit- 
ted to the Delaware Hospital in January, 
1952. She had lost weight for six months 
prior to admission; a productive cough of 
three months’ duration was present, and 
she had been febrile for one month. A his- 
tory of excessive alcohol ingestion and poor 
dietary intake was also obtained. The phy- 
sical examination revealed a febrile, emaci- 
ated patient with hepatosplenomegaly pres- 
ent. A roentgenogram of the chest suggest- 
ed miliary tuberculosis or a mycotic infec- 
tion. Of many urine and sputum examina- 
tions and cultures performed, the only posi- 
tive evidence of tuberculosis was obtained 
from a culture of the bone marrow. Post 
mortem examination of a guinea pig inject- 
ed with the culture revealed progressive 
pulmonary tuberculosis. The patient was 
transferred to a tuberculosis sanitarium for 
treatment. 


F. J., a 36 year old male, was admitted 
to the Delaware Hospital in March, 1950. 
He had been in good health until three 
weeks before admission, when he experi- 
enced symptoms of an upper respiratory 
infection, and malaise, anorexia, and pain 
in the shoulders. Treatment with penicillin 
and a sulfa preparation by his local physi- 
cian appeared to control these symptoms. 
One week later, however, the patient ex- 
perienced fatigue, malaise, cough, dyspnea, 
orthopnea, and substernal pain. Physical 
examination at the time of admission re- 
vealed a febrile patient in acute cardiac 
failure, with aortic stenosis and insufficien- 
cy present. Subacute bacterial endocarditis 
was suspected, and blood cultures were ob- 
tained. Eleven cultures of the venous and 
arterial blood all were negative; a culture 
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of bone marrow yielded an alpha hemolytic 
streptococcus. Unfortunately the patient 
expired as the result of progressive cardiac 
failure five weeks following admission to 
the hospital. 


F. F., a 41 year old male, experienced 
weakness, fatigue, irritability and pallor, 
which precipitated his admission to the 
Delaware Hospital in December, 1945. His 
condition was diagnosed as aplastic anemia. 
At the University of Pennsylvania Hospital 
in May, 1946 it was believed that the pa- 
tient had “ a refractory type of anemia”’. 
In March, 1948 Dr. Charles Doan at the 
Ohio State University reported that sternal 
marrow smears showed yeast-like inclusion 
bodies in the white cells. On examination 
and culture, these inclusion bodies proved 
to be Actinomyces bovis. In November, 
1948 a repeat marrow culture revealed the 
same organism. In April, 1949, bone mar- 
row cultures by Dr. Samuel Saslaw at 
Walter Reed Hospital also yielded Actino- 
myces bovis. Bone marrow cultures in July, 
1952 and in October, 1953 failed to reveal 
the presence of actinomyces, despite the 
persistence of the patient’s anemia. It ap- 
pears that the most probable cause of this 
patient’s anemia was actinomycosis, estab- 
lished by isolation of the organism from the 


bone marrow. 


SUMMARY AND CONCLUSIONS 


1. Four cases are presented which dem- 
onstrate the value of bone marrow cultures 
in establishing the diagnosis. 


2. Bone marrow aspiration and culture 
is a simple and safe procedure. It is help- 
ful in the diagnosis of disease of bacterial 
and mycotic etiology when the usual pro- 
cedures fail to yield the offending organism. 


3. It is suggested that bone marrow cul- 
ture be more extensively used in the diag- 
nosis of diseases in which cultures are ap- 
propriate. 
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STUDIES ON THE STAPHYLOCOCCUS 
|. Antibiotic Susceptibility 
J. Hotioway, M.D.,* 
and 
ELvyn G. Scort, M.T., 
Wilmington, Del. 

The staphylococcus possesses a unique 
ability to “adapt” to the presence of anti- 
biotics in its environment. No other patho- 
genic microorganism has presented such 
widespread resistance to antibiotics. The 
disheartening aspect of this problem is that 
the staphylococcus is usually quite suscep- 
tible to each new antibiotic, prior to its 
widespread clinical use. A discussion of the 
mechanism of this development of anti- 
biotic resistance is beyond the scope of this 
paper. The interested reader is referred to 
the recent excellent review of this subject 
by Spink.’ 


The literature is replete with reports of 
the epidemiology, clinical significance, and 
treatment of antibiotic-resistant staphylo- 
cocci. This report adds little that is new 
to this body of knowledge. However, the in- 
cidence of resistance to each antibiotic va- 
ries, and seems to depend somewhat on the 
frequency with which the antibiotic is used 
in each locale. Since no previous study of 
staphylococcus resistance has been reported 
in Wilmington, we thought it would be of 
interest and importance to local physicians 
to know the current status of antibiotic 
sensitivity in this geographic area. 


METHOD 


All strains of staphylococcus included in 
this study were obtained from routine cul- 
ture material received in the Bacteriology 
Laboratory of the Delaware Hospital be- 
tween January 1, 1955 and March 20, 1955. 
Table 1 shows the anatomical source of the 
strains isolated. 


The staphylococci were identified on 
blood agar plates and, when necessary, by 
gram-stain and/or catalase. All strains were 
tested for the production of coagulase. 
Culture sensitivity data were obtained by 
the filter-paper disc method, which has been 
shown to compare favorably with the tube- 
dilution technique.* A few strains were 
tested by both methods without any 


“Assistant in Medicine, and Bacteriologist, Delaware Hospital. 
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TABLE 1 
SOURCE OF STAPHYLOCOCCUS STRAINS 
Source Staph. aureus Staph. albus 
Respiratory Tract 4 
Gastrointestinal Tract 
Genitourinary Tract 
Skin, including Wounds 
Blood 
Cerebrospinal Fluid 
Eye 
Osteomyelitis Drainage 
Unknown 


| ye an 


TABLE 2 
ANTIBIOTIC SUSCEPTIBILITY OF STAPH. AUREUS 


Antibiotic Number of Strains °% Sensitive °, Resistant 
Penicillin 103 21.4 78.6 
Tetracycline 92 69.5 30.5 
Erythromycin 77 97.4 2.6 
Chloramphenicol 52 98.0 2.0 
Neomycin 43 100.0 0 
Streptomycin 42 38.0 62.0 
Bacitracin 19 63.1 36.9 


TABLE 3 
ANTIBIOTIC SUSCEPTABILITY OF STAPH. ALBUS 
Antibiotic Number of Strains % Sensitive °%, Resistant 
99 30.4 69.6 


Penicillin 

Tetracycline 90 55.5 44.5 
Erythromycin 62 90.3 9.7 
Chloramphenicol 13 92.3 7.7 
Streptomycin ll 54.5 45.5 
Neomycin 7 100.0 0 
Bacitracin 2 0 100.0 


marked discrepancy. An inhibition zone of 
10-15 mm. in diameter about the antibiotic 
disc was considered to indicate a sensitive 
strain. All of the strains were tested with 
penicillin discs. A number of strains were 
also tested with streptomycin, erythromy- 
cin, tetracycline, oxytetracycline, chlortet- 
racycline, chloramphenicol and neomycin 
discs. A few strains were tested with baci- 
tracin. 


RESULTS 


Tables 2 and 3 show the antibiotic sen- 
sitivity of 103 strains of Staphylococcus 
aureus and 99 strains of Staphylococcus 
albus. (Tables 2 and 3) Forty strains test- 
ed with chlortetracycline and oxytetracyc- 
line are not included on the charts because 
the sensitivities to these antibiotics were 
identical to tetracycline. Likewise, bacitra- 
cin was not used often enough to draw any 
valid conclusions. 


All strains of Staphylococcus aureus were 
coagulase-positive and all of the Staphyl- 
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ococcus albus strains were coagulase-nega- 
tive. Previous studies of this nature have 
not included coagulase-negative Staphyl- 
ococcus albus. This omission is apparently 
based on the assumption that this micro- 
organism is not pathogenic. However, there 
have been an increasing number of re- 
ports** of infections (particularly endocar- 
ditis) due to coagulase-negative Staphyl- 
ococcus albus. Because of these reports and 
because of the frequency with which we 
have isolated coagulase-negative staphyl- 
ococci from alleged pathologic sources, the 
sensitivity studies of the Staphylococcus 
albus have been included. 


DISCUSSION 

In general, the results of this study are 
similar to those reported from other geo- 
graphic areas. The percentage of penicillin- 
resistant organisms (78.6% Staphylococcus 
aureus; 69.6% Staphylococcus albus) is in 
close agreement with those studies. Spink’ 
has stated that staphylococci highly resist- 
ant to penicillin usually show a high degree 
of resistance to streptomycin as well. Of 
more than 40 strains tested with the two 
antibiotics, we found resistance to both in 
70 per cent. 


Chloramphenicol, erythromycin, and neo- 
mycin were the most impressive antibiotics 
in this study. Of the strains tested over 90 
per cent were sensitive to all three of these 
agents. The development of resistance to 
the antibiotics is probably directly propor- 
tional to the frequency of their usage. 
Wise’ et al, Dowling® et al and Spink’ have 
all demonstrated an alarming increase in 
the percentage of erythromycin-resistant 
strains when this antibiotic is used clin- 
ically. Furthermore, Dowling’ has demon- 
strated a decrease in occurrence of erythro- 
mycin-resistant strains when use of the an- 
tibiotic was discontinued. These studies 
would suggest that in this community, 
chloramphenicol, erythromycin and neomy- 
cin have not been used long enough and 
often enough to result in an undesirable in- 
crease in resistance of staphylococci. 


Seventy per cent of the strains of Sta- 
phylococcus aureus and 55 per cent of the 
strains of Staphylococcus albus were sensi- 
tive to tetracycline. If the widespread use 
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of this group of antibiotics continues we 
can anticipate a considerable increase in 
the percentage of resistant strains. 


It is not the intent of this paper to dis- 
cuss the therapy of staphylococcal infec- 
tions. Still, a few pertinent remarks can be 
made. The frequency and severity of sta- 
phylococcal infection appears to be on the 
increase. For such infections one or more 
of the antibiotics known to be effective can 
be given initially. If the clinical response 
warrants a change in therapy, this can be 
dictated by the results of in vitro sensitivity 
tests. Physicians in this locale have a vari- 
ety of antibiotics effective against staphyl- 
ococcus at their disposal, but indiscrimin- 
ate use of these antibiotics could terminate 
such an advantage. 


SUMMARY 

One hundred and three strains of Sta- 
phylococcus aureus and 99 strains of Sta- 
phylococcus albus were tested in vitro for 
antibiotic sensitivity with various anti- 
biotics. The results are reported with the 
hope they will be of value as a guide in the 
treatment of staphylococcal infections. 


The authors gratefully acknowledge the tech- 
nical assistance and cheerful cooperation of Mrs. 
Jeanette Shannon and Miss Margaret Muth of 
the Department of Bacteriology. 
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PRIMARY CARCINOMA OF THE URETER 
A Case Report 
Henry K. JARRETT, Jr., M.D.,* 
Wilmington, Del. 

In the light of the high malignancy of 
epithelial tumors of the renal pelvis and 
ureter one is indeed fortunate to discover 
this entity early in its advent so that early 
eradication may be attempted. An unusual 
and rare example is seen in the following 
case report. 


*Resident in Urology, Delaware Hospital. 
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A 44 year old colored man, C.G., was 
first seen in the accident room of the Dela- 
ware Hospital on October 16, 1954 com- 
plaining of pain in the left costovertebral 
angle and left flank of four to six weeks 
duration. Examination at that time showed 
only very slight tenderness in the left cos- 
tovertebral angle and was otherwise nor- 
mal. Urinalysis showed 3-5 Whc/hpf and 
no red cells. 


He was then referred to the Medical 
Clinic where sigmoidoscopic study and GI 
series were done and reported as normal. 
An intravenous urogram was also done and 
was reported as showing a questionable fill- 
ing defect in the left renal pelvis. Because 
of this finding the patient was referred to 
the Urology Clinic. 


The patient was seen in Urology Clinic 
and admitted to the hospital for further 
study on November 4, 1954. On admission 
the history indicated that the pain had 
been present for two to three months and 
had been dull and aching in character ra- 
diating to the left inguinal region. He had 
developed slight frequency and nocturia 
since the onset of the pain but denied any 
history of dysuria. There had been a rather 
marked loss of appetite for two to three 
months but no loss of weight and no other 
significant findings. 

Physical examination revealed an appar- 
ently healthy, muscular colored man in no 
apparent distress. There was very slight 
tenderness in the left costovertebral angle 
on deep palpation but no muscle spasm and 
no palpable masses. Laboratory studies 
showed a normal blood count and urinalysis 
showed 3-5 Whc/hpf but no red cells. 
B.U.N. was 9 mgm%. 


On November 4, 1954 a cystoscopic exam 
with bilateral ureteropyelograms was done. 
A +24 F Brown-Buerger cystoscope was 
inserted with ease. The bladder neck, 
bladder mucosa, and both ureteral orifices 
appeared normal. A clear efflux of urine was 
noted from both ureteral orifices. A +6 F 
ureteral catheter was passed 30cm. to the 
right renal pelvis with ease. The left urete- 
ral orifice would not admit a +6 F catheter 
but a #5 F ureteral catheter was passed 
30cm. to the left renal pelvis with ease. 
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The urine flow from both kidneys was nor- 
mal but the urine from both kidneys was 
grossly bloody presumably due to the trau- 
ma of catheterization. Indigo-carmine in- 
jected intravenously appeared from the left 
kidney in four minutes in good concentra- 
tion and from the right kidney in five min- 
utes. Cultures from both kidneys and from 
the bladder showed no growth in 48 hours. 
A specimen of urine from the left kidney 
was submitted to the laboratory for Papa- 
nicolaou stain. The left ureteropyelogram 
showed a moderate malrotation of the left 
kidney but no evidence of the filling defect 
which had been apparent on the intravenous 
urogram. The right ureteropyelogram w 

normal. 


X-ray examination of the chest was nor- 
mal. An aortogram was done on November 
5, 1954 but unfortunately the needle en- 
tered the aorta too far below the origin of 
the renal arteries to obtain filling of those 
arteries with the injection of the opaque 
dye. 

The patient was discharged from_ the 
hospital on November 6, 1954, the staff 
feeling that a rather futile examination of 
a normal urinary tract had been carried 
out. 


Several days following the patient’s dis- 
charge from the hospital we were amazed 
to receive a report from the laboratory 
showing the left kidney urine positive for 
tumor cells. (Fig. 1). 
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The patient was readmitted to the Dela- 
ware Hospital on November 14, 1954 with 
essentially the same physical findings as 
on the previous admission. 


On November 15, 1954 the man was 
taken to the operating room where we an- 
ticipated performing a complete nephrou- 
reterectomy on the left. The usual lumbar 
approach was carried out but the kidney 
was found lying very high beneath the rib 
cage. Because of its high position and be- 
cause of the malrotation which had been 
noted on the pyelogram, ligation and di- 
vision of the ureter about 6 cm. below the 
renal pelvis proved to be almost imperative 
before the kidney could be removed. 


The kidney appeared grossly normal. It 
was then taken away from the operating 
table where the ureteral stump, the renal 
pelvis, and the kidney were opened and 
examined thoroughly. The specimen ap- 
peared grossly normal throughout with no 
evidence of parenchymal or mucosal tumor 
in any part of the removed kidney. We 
then sensed that feeling of guilt described 
by Dr. Papanicolaou in his Atlas of Ex- 
foliative Cytology when a surgeon removes 
a kidney on the basis of a report of tumor 
cells in the urine only to find what appears 
to be a perfectly normal kidney. With this 
feeling of guilt distinctly present we de- 
cided not to remove the remaining ureter 
and simply closed the incision in the usual 
manner. 


We were then to be amazed again and 
very gratified three days later when review 
of the pathological slides showed an ex- 
tremely early papillary carcinoma grade II 
of the ureteral segment which had been re- 
moved with the kidney but no evidence of 
tumor in the renal pelvis or renal paren- 


chyma. (Fig. 2) 


The patient’s postoperative course was 
essentially uneventful and on November 26, 
1954 he was again taken to surgery. Using 
a modified Gibson incision the remaining 
portion of the ureter along with a segment 
of the bladder surrounding the ureteral ori- 
fice was removed. The defect in the bladder 
was closed and drainage was maintained by 


a +20 F Foley catheter through the ureth- 
ra. The postoperative course was entirely 
uneventful. 


Gross examination of the ureter which 
was removed showed no evidence of tumor. 
Microscopic examination of serial sections 
however showed tumor present in all sec- 
tions to within 7cm. of the bladder but with 
no evidence of tumor in the lower 7cm. of 
the ureter or the segment of bladder. 


The patient recovered rapidly and was 
discharged from the hospital on December 
11, 1954. He was followed in the clinic after 
discharge from the hospital and returned 
to work as a construction worker about 
January 1, 1955. 


On February 2, 1955 a cystoscopy was 
performed which showed the bladder to be 
well healed, with no evidence of tumor in 
the bladder. The patient has remained well 
until this time with no evidence of tumor 
recurrence. 


Primary carcinoma of the ureter is a rel- 
atively unusual tumor and according to 
work recently published by Whitlock, Mc- 
Donald, and Cook of the Mayo Clinic there 
had been only 312 reported cases in the 
literature at that time. Primarily, we are 
happy to present this case however because 
of the diagnosis being made on an extreme- 
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ly early, pre-invasive carcinoma of the ure- 
ter by exfoliative cytology. Dr. Papanico- 
laou in his Atlas has stated that urine has 
proved one of the most difficult media for 
diagnosis by exfoliative cytology due to the 
action of the urine on the exfoliated cells. 

We wish to thank the Department of Path- 


ology of this hospital for their aid in the diag- 
nosis and the study of this very interesting case. 


THE ASSOCIATION OF HISTOPATHOLOGIC 
TYPES IN CARCINOMAS OF THE 
FEMALE BREAST 
A Review of the Microscopic Slides of 266 
Surgical Specimens 
DonaALpD H. McCowan, M.D.,* 
Wilmington, Del. 

During the 21 year period from 1933 to 
1953 inclusive 225 cases of carcinoma of 
the female breast were examined micro- 
scopically at the laboratory of the Dela- 
ware Hospital. Biopsies and resected breasts 
from these 225 cases accounted for 266 sur- 
gical specimens. One or more of the follow- 
ing thirteen adjectives and phrases modify- 
ing the terms carcinoma or adenocarcinoma 
were used in the pathologic diagnoses: 
scirrhous, simplex, medullary, comedo-, 
colloid, ductal, duct type, intraductal, in- 
tezductal, large cell type, infiltrating, ana- 
plastic, and undifferentiated. 


In order to standardize nomenclature the 
slides of the 266 specimens were reviewed 
and the pathologic diagnoses revised accord- 
ing to the classification of Foote and Stew- 
art.' Table 1 shows the numerical and per- 
centage distribution of predominant histo- 


pathologic types. 


Initial examination, however, revealed a 
large percentage of cases showing two or 
more histopathologic types, a fact repeated- 
ly emphasized by students of breast carci- 
noma. In many cases decision as to the 
predominant type was difficult and often 
arbitrary. All slides were therefore re-ex- 
amined, and all histopathologic types found 
in each surgical specimen recorded. The 
number and percentage of cases showing 
one, two, and three or more histopathologic 
types is recorded in Table 2. Table 3 iden- 
tifies the secondary types associated with 
each predominating type. 


*Resident in Pathology, Delaware Hospital. 
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TABLE 1 
INCIDENCE OF PREDOMINATING HISTOPATHOLOGIC 
TYPES IN 266 SURGICAL SPECIMENS FROM 
CARCINOMAS OF THE FEMALE BREAST 
(Classification of Foote and Stewart') 


Percentage 
(to nearest 
Number 0.1%) 
Paget’s disease of the nipple .... 6 2.3% 
Carcinomas of Mammary Ducts: 
Noninfiltrating: 

Papillary carcinoma ........ 2 0.8% 

Comedocarcinoma .......... 3 1.1% 
Infiltrating: 

Papillary carcinoma ........ 12 46% 

Comedocarcinoma .......... 14 5.2% 

Carcinoma with fibrosis (scirr- 

Medullary carcinoma with 

lymphoid infiltration ...... 10 3.8% 

Colloid carcinoma .......... 10 3.8% 

Carcinoma of Lobules: 
5 1.9% 
Relatively Rare Carcinomas: 
So-called “sweat-gland” carcino- 

Intracystic carcinoma ......... 
Adenoid cystic carcinoma ..... 1 0.4% 
Squamous cell carcinoma ...... 0 
Spindle cell carcinoma ........ 0 
Carcinoma with osseous & car- 

tilaginous metaplasia ........ 1 0.4% 


DISCUSSION 

Tissue sections examined represent only 
random sectioning of the breast carcinomas 
by different individuals over the 21 year 
period. Such unplanned, and in many cases 
minimal sampling, yielded a 37.6% inci- 
dence of specimens showing two or more 
histopathologic types. It would seem rea- 
sonable to surmise that the examination of 
more sections from each specimen would 
have increased this figure. Even if this 
were not so, a 37.6% incidence of associa- 
tion of types emphasizes the fact that breast 
carcinoma is an entity and the histopath- 
ologic type can and frequently does vary in 
different parts of the same tumor. 


In all probability no histopathologic type 
is mutually exclusive of one or more other 
types. This is a demonstrated fact in this 
series of breast carcinomas for all types ex- 
cept “sweat gland” carcinoma. Three such 
tumors were found, all of pure type in the 
sections available for examination. This 
small number is, of course, not significant. 
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INCIDENCE OF ASSOCIATED HISTOPATHOLOGIC TYPES FOUND WITH EACH PREDOMINANT 
HISTOPATHOLOGIC TYPE OF BREAST CARCINOMA 


It is likely that further sectioning would 
have demonstrated associated types. 


The six cases of Paget’s disease warrant 
explanation. Underlying duct carcinoma 
was demonstrable in the slides available 
for study in only two of these. Experience 
of others, however, has indicated that an 
underlying duct carcinoma can be found 
in practically all cases of Paget’s disease if 
enough sections are examined. Stewart has 
never seen a case of Paget’s disease about 
which it could be said that the underlying 
ducts were not involved. Failure to find 
underlying carcinoma in the other four 
cases, therefore, can almost certainly be 
attributed to an insufficient number of sec- 
tions. 


It has been stated by Muir’ and others 
that breast carcinoma most frequently orig- 


Number of Specimens Number of Specimens Number of Specimens 
showing only one showing two or more showing three or n.ore 
Predominant Histopathologic Type and (i.e. the predominant) histopathologic types histopathologic types 
Total Number of Specimens of Each histopathologic type 
Paget's Disease of the Nipple 6 + 2 0 
Carcinoma of Ducts 
Noninfiltrating 
Papillary 2 l 
Comedo - 3 l 2 0 
Infiltrating ‘ 
Papillary 12 3 9 2 
Comedo- 14 3 ll 2 
Carcinoma with Fibrosis | 191 129 (67. 5%) 62 (32. 5%) 13 (6. 8%) 
Medullary with Lymphoid 
Infil. 10 7 3 0 
Colloid 10 6 4 2 
Carcinoma of Lobules 
Noninfiltrating 5 3 2 0 
Infiltrating 8 6 imal 0 
Relatively Rare Carcinomas 
“Sweat Gland" 3 3 0 0 
Intracystic 
Adenoid Cystic 1 0 1 l 
Squamous Cell 0 
Spindle Cell 
Carcinoma with Osseous and 
Cartilagenous Metaplasia ! 0 1 0 
Totale 266 166 (62. 4%) 100 (37. 6%) 20 (7. 5%) 


inates in ducts. 94.9%* of the specimens 
in this series were predominantly of duct 
origin, and 75.3%* showed duct carcinoma 
alone, i.e., without associated lobular car- 
cinoma. 5.1%* showed lobular carcinoma 
predominating; 3.9%* showed lobular car- 
cinoma alone; 20.8%* showed associated 
duct and lobular carcinoma. 


In this latter group the primary site of 
malignant change—duct, lobule, or perhaps 
both—is unknown, and one is not justified 
in concluding that the predominance of one 
type, duct or lobular, indicates the primary 
site of origin. It is conceivable that malig- 
nant change originating in lobular epithe- 


*The anatomic origins of “‘sweat gland’’ carcinoma, ade- 
noid cystic carcinoma, and carcinoma with osseous and 
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TABLE 3 


IDENTITY AND INCIDENCE OF ASSOCIATED HISTOPATHOLOGIC TYPES FOUND WITH EACH 


PREDOMINANT HISTOPATHOLOGIC TYPE OF BREAST CARCINOMA, 
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FIG. 1 
Left: Paget's disease of nipple. Right: underlying infiltrating duct carcinoma. Note similarity of these cells to the 
Paget cells in the epidermis. (S-52-23972) 


FIG. 2 
Left: noninfiltrating comedocarcinoma (ductal). Right: noninfiltrating lobular carcinoma in same tumor. (S-53-30347) 
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infiltrating papillary duct carcinoma. Note tumor cells 
in blood vessels in lower left corner. (S-54-33078) 


lium may spread in situ to contiguous duct 
epithelium where stromal invasion first oc- 
curs. The converse is equally conceivable. 
Furthermore, simultaneous origin at mul- 
tiple sites, duct and lobular, probably oc- 
curs in many cases.’ 


The frequent association of histopath- 
ologic types in the same tumor carries with 
it certain implications. It is apparent, first, 
that any histopathologic classifications of 
breast carcinoma should include a category 
for tumors of mixed type. Second, tumors 
should not be classified as specific histo- 
pathologic types unless the microscopic 
sampling has been representative. Certainly 
more than one part of the tumor should be 
examined. The establishment of the histo- 
pathologic purity of the tumors studied is 
especially important in any series purport- 
ing to relate prognostic or therapeutic sig- 
nificance to a particular histopathologic 
type. 

Apart from the problem of histopatholog- 


ic classification per se is the problem of the 
application of histopathologic terms to the 


Left: infiltrating comedocarcinoma 
(S-53-29504) 


FIG. 4 


(ductal). Right: noninfiltrating carcinoma of duct and adjacent lobules in same tumor. 
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FIG. 5 
infiltrating comedocarcinoma (ductal). Compare the strom- 
al lymphocytic infiltrate and the appeorance of the tumor 
cells here with Figure 7., medullary carcinoma with lym- 
phoid infiltration. (S-46-8292) 


FIG. 7 
Medullary carcinoma with lymphoid infiltration. Moore 
and Foote® have found the prognosis for 5 year survival 
approximately 5 times better with this type carcinoma 
than with the more usual histopathologic types. (S-40- 
2135) 
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Dust carcinoma with fibrosis (scirrhous). The predom- 
inant histopathologic type in 71.9% of the surgical speci- 
mens in this series. (S-39-2023) 


FIG. 8 
Colloid carcinoma of mammary ducts. (S-46-8164) 


; 
FIG. 6 
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diagnosis of breast carcinoma. Clinical sig- 
nificance would seem to be the only logical 
indication for the use of such terms. Ac- 
cording to current knowledge there are only 
two clinically significant histopathologic 
types—medullary carcinoma with lymphoid 
infiltration and infiltrating papillary duct 
carcinoma. 


Moore and Foote’ found that chances c 
for five year survival after radical mastec- | 
tomy are approximately five times better 
in cases of medullary carcinoma with lym- a 
phoid infiltration than in cases of the more : 
usual types of mammary carcinoma. Stew- : 
art‘ states that infiltrating papillary duct 2 
carcinoma is associated with a better prog- ; 
nosis by virtue of slow growth, little ability 
for intramammary spread, and hence de- 

4 layed involvement of axillary nodes. 


Z are.” At present no other histopathologic types 
Z 4 Fr. have been shown to have special prognostic 
or therapeutic significance. Their use adds 
nothing to the micro-pathologic diagnoses | 
“breast carcinoma, infiltrating” or “breast , 


Noninfiltrating lobular carcinoma. Compare the size of carcinoma, non-infiltrating . The clinician 
the acini with those in the uninvolved lobule at the foot or surgeon, furthermore, may falsely attrib- 


of the pictura. (S-52-23660) 


FIG. 10 
Left: noninfiltrating lobular carcinoma at top and uninvolved lobules at bottom of picture. Right: infiltrating duct carci- 
noma with fibrosis (scirrhous) in same tumor. (S-48-10589) 
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FIG. 11 
Left: infiltrating lobular carcinoma. An involved lobule is present at top of picture. Right: another field from the same 


tumor. The streptococcal-like chains of tumor cells comprise the characteristic pattern. 


FIG. 12 
“Sweat gland carcinoma." Infiltrating tumor cells are 
present on the left. The tumor calls resemble those of 
apocrine hyperplasia often associated with mammary 
dysplasia. (S-48-11810) 


(S-51-21988) 


ute clinical implications to histopathologic 
terms which have none. Such terms should 
be confined to the microscopic description. 

Further studies may, of course, prove of 
clinical significance other histopathologic 
types of breast carcinoma which today are 
merely academic. 

SUMMARY 

The slides of 266 surgical specimens rep- 
resenting 225 carcinomas of the female 
breast are reviewed. All histopathologic 
types from each specimen are tabulated. 
The association of types constitutes the 
single most important obstacle to the as- 
signing of special clinical significance to in- 
dividual types. At present the only histo- 
pathologic types of breast carcinoma known 
to be of special clinical significance are 
medullary carcinoma with lymphoid infil- 
tration and infiltrating papillary duct car- 
cinoma. The concept of breast carcinoma 
as an entity is emphasized. 
1. Foote, F. W., F. W.: A Histologic 

oa of Carcinoma of the Breast, Surgery 19: 
2. Muir, R.: The Evolution of Carcinoma of the Mamma, 
3. ond Pete Jr.: The Relative- 

ly Favorable Prognosis of Medullary Carcinoma of the 


1X-Fascicle 34, Tumors of the Breast. Published by the 
Armed Forces Institute of Pathology. 
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THE MYXOEDEMA HEART 


Epcar R. MILier, M.D.,* 
Wilmington, Del. 

Too little emphasis has been placed upon 
the subclinical and asymptomatic diseases 
of degenerative, malignant, and functional 
types. The myxoedema heart is one of these 
clinical entities. An astute physician would 
not permit a patient to develop cardiac 
myxoedema. Alertness and vigilance are 
even more demanding since the introduc- 
tion of radioactive isotopes which artificial- 
ly induce myxoedema. This in itself may 
defeat the purpose for which treatment was 
administered by converting a failing heart 
into a myxoedema heart. 


The myxoedema heart occurring spon- 
taneously in a fully developed case can be 
easily diagnosed. The thick lips, the puffy 
eyelids, the dry cold skin, the husky low- 
pitched voice, the deliberate and slow 
speech, the thickened and brittle nails, the 
broad appearance of the hands and feet, 
and the sensitivity to cold are well known 
symptoms and signs. The cardiac features 
as cited by Mussio-Fournier' are: difficulty 
in perceiving the apex beat, muffling of the 
cardiac tone, tendency to bradycardia, 
slight to great increases in the heart size, 
enlargement of the vascular pedicle of the 
heart, and decreased amplitude of cardiac 
contractions. Particularly, the lowered volt- 
age of the electrocardiographic tracings of 
the QRS complexes and low or iso-electric 
T waves and P waves are common knowl- 
edge. 


The masked myxoedema or early case is 
the type I would like to emphasize. An ob- 
vious case of myxoedema can be diagnosed 
by the casual observer, but only by being 
ever mindful can one exercise his preroga- 
tive in the practice of preventive medicine. 
I shall now present three cases recently en- 
countered. 


Case 1. A 62-year old housewife devel- 
oped hemoptysis four days after the onset 
of an upper respiratory infection. She ex- 
pectorated several mouthfuls of blood. She 
complained of a fullness in her throat and 
felt fatigued, nervous, and acted tired and 
dull. When examined she was afebrile, blood 


he sre Chief, Department of Medicine, Delaware Hos- 
pital. 
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pressure was 120/80, the thyroid could not 
be palpated, and there were many coarse 
rales heard at the bases of both lungs. Flu- 
oroscopy showed no pulmonary consolida- 
tion. The cardiac silhouette was definitely 
enlarged with a cardio-thoracic ratio of 
18.8 to 27 cm. Serum cholesterol level was 
markedly elevated; however, a basal metab- 
olism was plus 4. The electrocardiogram 
showed very low voltage of the QRS com- 
plexes and low T waves. A diagnosis of 
myxoedema heart was made and thyroid 
was administered, initially one grain of Ar- 
mour’s thyroid extract, and later increased 
to 2 grains a day. Five weeks later her car- 
dio thoracic ratio was 15.8 to 27 cm. or a 
decrease of 3 cm. The patient had sympto- 
matically improved, which has continued to 
date. The electrocardiogram showed im- 
proved T wave configuration in two months, 
and was normal in six months. 


Five years previously she had been bron- 
choscoped and diagnosed by x-ray as hav- 
ing bronchiectasis, having had hemoptysis 
at that time. A basal metabolism at that 
time was minus 14, with a blood cholesterol 
level of 476 mg. per cent. Although a hypo- 
thyroid problem was suggested at that time 
no therapy was instituted except for the 
hemoptysis and bronchiestasis. 


Case 2. A physician’s wife and nurse was 
seen with a six months’ history of feeling 
extremely tired, exhausted, and nervous, 
which had become progressively worse. Her 
face was puffy with swollen eyelids, the 
skin was dry, hair was coarse and falling 
out, and she was fifteen pounds overweight. 
Her basal metabolism was minus 31, serum 
cholesterol 370 mg. per cent, serum pro- 
tein bound iodine 4.5 micrograms, and some 
anemia with a hemoglobin of 78%. There 
was no cardiac enlargement by x-ray ex- 
amination and the electrocardiogram showed 
a delayed intrinsicoid deflection with evi- 
dence of left heart strain. A diagnosis of 
myxoedema with early heart disease was 
made. 


Treatment was started with a half grain 
of Armour thyroid extract a day. Three 
months later the patient was much im- 
proved, the symptoms of fatigue and ner- 
vousness disappearing, the basal metabolism 
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plus 10, the hemoglobin 96%, and a red 
blood cell count of 4,310,000. 


Case 3. A 52-year old woman complained 
of swelling of the face and tiredness. These 
symptoms had been present for six months. 
A month previously she was told by a phy- 
sician that she had no organic disease, de- 
spite her symptoms of nervousness. She was 
somnolent. Even with a poor appetite she 
gained weight constantly. She was chilly, 
although wearing normally adequate cloth- 
ing. When examined she had dry skin, puffy 
face, masked and apathetic expression with 
a slow, thick, slightly indistinct speech. 
Her hair was dry and coarse and her eye- 
brows were thin. She was 40 pounds over- 
weight with generalized non-pitting edema. 
There were no heart murmurs and by 
orthodiagram the cardiothoracic ratio was 
16.8 to 25.5. 


Her basal metabolism was minus 24, the 
electrocardiogram showed low voltage of 
QRS complexes and low T waves, and her 
hemoglobin was 47%, with a red blood 
count of 3,470,000. 


Treatment was started with small doses 
of thyroid and gradually increased to 3 
grains a day. Her basal metabolism be- 
came plus 8, her blood count normal, and 
electrocardiogram normal. The final cardio- 
thoracic ratio was 14.0 to 24.9, almost 4 
cm. decrease in heart width. Clinically she 
is much improved. 


It is difficult to say just when this dis- 
ease begins. Dr. Howard Means’ described 
a case where marked hypersensitivity to 
cold was present for twelve years before the 
picture of full blown myxoedema developed. 
Two patients in his series of fifty cases had 
myxoedema fifteen years before it was rec- 
ognized as such. 


In all three of the above cases the elec- 
trocardiogram revealed low voltage with 
low T waves. One is justified surely in mak- 
ing a diagnosis of myxoedema with heart 
disease. The first and third cases revealed 
definite cardiac enlargement, and the sil- 
houette decreased after being given thyroid. 
The second case revealed no enlargement, 
but the electrocardiogram was definitely 
abnormal. 
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With the above case presentations I 


would like to present a few presentday con- 


cepts in regard to myxoedema. First, the 
homostatic mechanism as suggested by Paul 
Starr,* of the University of Southern Cali- 
fornia, in his monograph on hypothyroid- 
ism: ‘“(1st)—The need of the tissues for 
thyroxin-transmitted to (2nd) the central 
nervous system connecting the tissues to 
(3rd) the hypothalamus which is function- 
ally connected with (4th) the anterior 
pituitary which secretes TSH (thyroid 
stimulating hormone) into the bloodstream 
to stimulate (5th) the thyroid gland which 
produces (6th) the thyroid hormone, thy- 
roxin, which is carried to the tissues (7th); 
the action of thyroxin on the tissues re- 
duces the demand on the hypothalamus.” 
This could be called a circle theory, and 
any break in the chain would affect any 
other part of the circle. If the tissues de- 
mand thyroxin beyond the rate of supply, 
hypothyroidism develops. Contrast the 
myxoedematous hyperthyroid facies of the 
Eskimo who lives in environmental cold 
with the facies of the Bantu who lives in 
environmental heat. The Eskimo’s cold en- 
vironment requires less oxygen for the tis- 
sues and gives less stimulation to the cen- 
tral nervous system, and eventually more 
stimulation to the thyroid through the hy- 
pothalamus in order to produce thyroxin. 
In medical terminology so often we are lim- 
ited to convey proper concepts. For exam- 
ple, in rheumatic heart disease we are all 
aware that the heart is not the only target 
organ involved. The gross microscopic and 
chemical pathology involve practically all 
the organs and tissues, particularly the peri- 
vascular arterioles, brain, and joints. Like- 
wise, myxoedema is an entity not limited 
to one organ but to the entire organic struc- 
ture. 

Another concept over which there has 
been much controversy is the relationship of 
cholesterol metabolism as induced by hypo- 
thyroidism. Does cholesterol as associated 
with either spontaneous or artificially in- 
duced myxoedema cause arteriosclerosis? 
There are two schools of thought. Dr. Law- 
rence B. Ellis* states, and others in the 
American Heart Journal in 1952 state, that 
the relationship between myxoedema and 
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heart disease is complicated by the fact 
that the incidence of atherosclerosis is high. 
This may be related to an elevation of 
serum cholesterol which commonly occurs 
in this disease. I believe this implication is 
denied and well supported by Bloomgart, 
Freedberg, and Kurland’, who have had a 
rich experience in producing hypothyroid- 
ism and myxoedema either by total obla- 
tion or by administration of radioactive 
iodine. They conclude that progressive ar- 
teriosclerosis is not a necessary comcomit- 
ant of hypothyroidism or of the hypothy- 
roid state. 


As early as 1888 in a report of the com- 
mittee of the Clinical Society of London, 
twenty cases were summarized: “In more 
than half the cases there was atheroma of 
the large arteries, but in only rare instances 
was the condition advanced. Arterial de- 
generation does not appear to any univer- 
sal extent, at least in the larger vessels.”’ 


Many of the cases have misled investiga- 
tors in that hypertension, renal diseases, or 
concomitant coronary sclerosis have been 
present. For example, cases treated for an- 
gina pectoris could not be included in the 
investigations since undoubtedly coronary 
sclerosis was present previously. Necropsies 
on cretins as performed by Nupce, McCal- 
lum, and Fabyan failed to reveal the cor- 
onaries sclerosed. In fact, on a myxoedema- 
tous idiot the coronaries were found to be 
delicate, normal and elastic. 


It is our feeling that in patients treated 
with radioactive iodine, total oblation, an- 
ti-thyroids, and in myxoedemas following 
thyroidectomy, there need be no fear of 
premature development of sclerosis, partic- 
ularly coronary sclerosis. 


One other concept which needs review- 
ing is the administration of thyroid. I will 
cite a case admitted to the Delaware Hos- 
pital. The record states that several years 
before the patient was found to have a basal 
rate of minus 30. She had been on thyroid 
medication at intervals, but the dosage was 
not only inadequate, but at times was 
stopped entirely. Two months prior to ad- 
mission she developed generalized anasarca. 
She was frequently in bed because of ex- 
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ertional dyspnea. On admission the heart 
showed weak rhythmic contractions, and 
flatness was definitely present in percus- 
sion of the chest. The abdomen showed 
marked ascites. The skin was edematous 
and brawny. The voice was husky. The ad- 
mitting blood pressure was 160/106 with a 
feeble, irregular pulse. Paracentesis abdom- 
inis revealed 3,120 cc. of clear, greenish 
fluid. The patient did poorly, deepened in 
cyanosis, and died two days later. Necrop- 
sy revealed a massive hydro-pericardium. 
The pericardium contained 4,000 cc. of 
dark fluorescent fluid which contained 
bright, sparkling yellow crystals scattered 
throughout. By microscopic examination 
typical cholesterol crystals were noted. The 
pericardium was thickened on both parietal 
visceral sides, and there were yellow salt 
plaques of precipitated crystaloid material 
which proved to be cholesterol. The cor- 
onaries were small and patent. The heart 
itself was small and compressed. The thy- 
roid by careful dissection revealed no in- 
dentifiable structure. The entire larynx and 
trachea were removed for careful examina- 
tion. It was our feeling that her death could 
have been prevented by careful medical 
management, not only the constant admin- 
istration of thyroid, but dosage regulation 
according to the patient’s need and clinical 
condition. This gives the clinician a chal- 
lenge as to the dosage and the potency of 
thyroid. If there were careless administra- 
tion as to the amount and types of insulin, 
the failure of treatment would certainly be 
greater in management of a diabetic pa- 
tient. Likewise, it is just as important to 
follow carefully the amount of thyroid; 
this can be done most carefully by clinical 
observation. It has been emphasized by Dr. 
Howard Means’ and others that various 
brands of thyroids differ in potency, and in 
writing a prescription one should designate 
the exact type or brand, just as one does 
in administering digitalis. I am sure the 
above patient could have been saved from 
an untimely death had thyroid been ad- 
ministered in proper dosage. 


Another important concept to remember 
is myxoedema masked because of heart dis- 
ease. I shall cite two cases. The first case 
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is that of a 53-year old housewife who was 
admitted to the hospital after being found 
unconscious. Ten years previously she was 
hospitalized and diagnosed as having rheu- 
matic heart disease with mitral stenosis 
and regurgitation, well controlled. Her bas- 
al metabolism at that time was minus 11. 
She had had a thyroidectomy in her late 
20’s for a toxic thyroid. Since the opera- 
tion she always felt languid, with a ten- 
dency to obesity, and sensitivity to cold. 
She was maintained on a daily ration of 
thyroid of 1 to 2 grains and her basal me- 
tabolic rate varied from minus 5 to minus 
17. Her rheumatic heart subsequently did 
need regulation with digitalis, rest and salt 
restriction for auricular fibrillation and a 
tendency to congestive failure. In her treat- 
ment there was a constant challenge be- 
tween Scyllae and Charybidis in that an 
excess of thyroid aggravated her heart fail- 
ure and inadequate amounts led to weak- 
ness, fatigue, exhaustion, and falling out of 
hair. 

The patient died five days later and the 
autopsy revealed a cerebral embolus, ap- 
parently from the fibrillating auricle. There 
was no mention in the post-mortem find- 
ing of the myxoedematous state which was 
controlled with a daily ration of thyroid. 


The second case is that of a 63-year old 
minister who had been a patient with hy- 
pertensive cardiovascular disease for a num- 
ber of years. He became definitely decom- 
pensated in 1951. Reduction of weight, 
low-sodium diet, digitalis, mercurial diuret- 
ics with or without ammonium chloride, 
and resins were all used with some success. 
However, in consultation with Dr. Charles 
Wolferth, of the University of Pennsyl- 
vania, it was felt advisable to administer 
radioactive iodine with the condition con- 
sidered intractable heart failure. On June 
12, 1953, 15 millicures of iodine 131 were 
administered. The patient reached his 
height of improvement after about three 
months, requiring less mercurial diuretics 
and allowing a reduction of the resin dose. 
However, notes on December 28, 1953, state 
that in early December he caught cold and 
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since then had taken on weight. The edema 
of his legs was brawny, face puffed up, eye- 
lids edematous, voice husky. His wife stated 
he was drowsy, and he complained of fa- 
tigue and exhaustion. No basal metabolism, 
protein bound iodine, or radioactive uptake 
tests were done, but on clinical observa- 
tion thyroid extract—Armour’s, 4% grain— 
was administered in conjunction with his 
cardiac management. A month later the 
patient felt much improved. His voice had 
cleared, eyelids and face had lost the puffi- 
ness, and there was a better sense of well- 
being. The thyroid was increased to % 
grain. He has remained on this schedule 
and is now doing satisfactorily. 


The above cases illustrate the necessity 
of thinking of early myxoedema in every 
case of thyroidectomy as well as cases treat- 
ed with radioactive iodine. In fact, an 
axiom could well be formed with every 
case of thyroidectomy and_ radioactive 
iodine or with an anti-thyroid treated pa- 
tient; each case should be considered a po- 
tential case of myxoedema, which in turn 
would lead to heart disease until proven 
otherwise. 


I believe clinical observation far excels 
the importance of laboratory tests. A basal 
metabolic test would be distorted by the 
associated congestive failure in the above 
case as well as the hypertension. The ra- 
dioactive uptake would not be accurate be- 
cause of previous administration of radio- 
active iodine. A protein bound iodine de- 
termination would possibly help. This was 
performed later, but the emergency rather 
demanded therapy than laboratory study. 
A basal metabolism in February of 1954 
was minus 7; a PBI was 4.2. 


Before summarizing my discussion I 
would like briefly to say a word about the 
various concepts concerning laboratory 
tests for thyroid function. From one ex- 
treme, (as quoted by Scherf*): “Estima- 
tion of blood cholesterol may be more val- 
uable than the determination of the basal 
metabolism”, to another extreme (as quot- 
ed by Blackburn of Mayo Clinic’), it is 
stated that techniques employing I-131 are 
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here to stay, as is the basal metabolic rate, 
which will probably remain the most wide- 
ly used initial evaluation of thyroid func- 
tion. However, Blackburn states, “None of 
these tests—nor none together—is better 
than the use by the physician of his five 
senses, his training, past experience to 
weigh all the evidence deciding the status 
of his patient’s thyroid function.” I heartily 
agree with this last statement. 


In conclusion I would like to reiterate 
the following concepts to which I would in- 
vite your intention. First, the necessity for 
early, almost preclinical diagnosis of myx- 
oedema heart before advanced pathological 
or organic changes have occurred. Second, 
the homostatic concept as advanced by Dr. 
Paul Starr, that myxoedema is a general 
systematic disease. Third, the evidence 
points to the fact that hypercholesteremia 
as induced by thyroidectomy, either par- 
tial or total oblation, does not predispose 
to coronary sclerosis. Fourth, the necessity 
of regulating the thyroid or management 
of myxoedema cases with equal care as 
that of diabetics, particularly in regard to 
maintenance, potency, and adjusted dosage 
of the thyroid extract. Fifth, the caution 
of not overlooking underlying myxoedema 
when the predominating clinical disease 
present may be the preponderant medical 
picture. The former may contribute much 
to the illness as in the two postoperative 
surgical myxoedema and radioactive in- 
duced cases. Sixth, and finally, a word of 
caution: one should not be prejudiced by 
one specific thyroid test, for each such test 
has so many pitfalls. No other disease so 
challenges the judgment, observation, and 
close management for therapeutic success. 
The myxoedema heart is, as Dr. Paul White 
states, reversible heart disease’. 
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CLINICOPATHOLOGIC CASE REPORT 
JOHN M. Kearney, M.D.,* 
BERNADINE Z. PAULSHOCK, M.D..,> 
and 
DonaLp McCowan, M.D.,° 
Wilmington, Del. 
PRESENTATION OF CASE* 

Dr. Paulshock: The patient, a 57 year old 
white male, was first seen in the Out-Pa- 
tient Department, August, 1947. His pre- 
senting complaints included 2-3 episodes of 
hemoptysis over the preceding month; ex- 
ertional dizziness for about 2 years; and 
chronic recurrent substernal pain, unrelated 
to exercise and without arm or neck radia- 


tion, the exact nature of which was not 
specifically described. 


Past medical history was relevant for 
two episodes of hemetemesis and melena. 
The first, in 1940, was treated by a posteri- 
or gastro-jejunostomy performed at another 
hospital; the second was treated medically. 
During his first bleeding episode, a duodenal 
ulcer is said to have been visualized by 
x-ray examination. Chronic, heavy alcohol 
ingestion was admitted. 


Physical examination showed acne rosacea 
and a healed abdominal scar. Blood pres- 
sure was 140/80. PFX was interpreted as 
normal. Hemogram and subsequent labora- 
tory data are recorded on the appended 
table. 


On a bland diet and _ phenobarbital 
throughout the next year, he remained 
essentially asymptomatic. 


First Hospital Admission (August-Sept., 
1948). Approximately 12 months later he 
was admitted to the Delaware Hospital be- 
cause of bright red stools of 4 days dura- 
tion. His admission physical examination 
was normal except for the rosacea and ab- 
dominal scar. The liver and spleen were 
not palpable and no mention was made 
of any remarkable lymphadenopathy. Dur- 
ing this admission an upper G. I. survey 
was interpreted as showing no evidence of 
esophageal varices, gastric malignancy, or 
ulcer. There was marked hypertrophy of 


a Intern, Delaware Hospital. 
b Resident in Medicine, Delaware Hospital. 
ec Resident in Pathology, Delaware H 


ospital. 
* Delaware Hospital Case #173405, presented at Staff Clin- 
ical Pathology Conference. 
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the gastric rugae, duodenal and jejunal 
mucosal folds. No ulcer of the jejunal stoma 
was visualized. Barium enema was normal. 
Chest x-ray revealed a small amount of 
transverse cardiac enlargement, with some 
hilar congestion. There was rio evidence of 
enlarged hilar lymph-nodes nor any paren- 
chymz infiltration. 


Treatment included blood transfusions 
and a Sippy regimen. Laboratory data is 
summarized on the appended Table I. Bone 
marrow aspirate was interpreted as being 
compatible with a leukemoid hyperplasia. 
The patient was gastroscoped one month 
after discharge. This examination demon- 
strated only a normal appearing gastro- 
jejunostomy without evidence of peptic ul- 
cer or any other pathology. 


Second Hospital Admission (March-May, 
1949). He remained well until six months 
later when, after several highballs and a 
heavy meal, he developed epigastric pain 
and vomiting and shortly thereafter began 
to pass tarry stools. He continued to note 
melena for several days before presenting 
himself for admission by which time he had 
a tachycardia of 130, a respiratory rate of 
20, and was sweating profusely. Blood pres- 
sure was 120/80. Initial therapy included 
blood transfusions and a Sippy #1 regimen. 
Electrocardiogram demonstrated inverted T 
waves in leads 1 and 2 and in the left pre- 
cordial leads, the interpretation being left 
heart strain. Three weeks after admission 
a subtotal gastrectomy with revision of the 
previous gastro-enterostomy was performed. 
The resected specimen showed gastritis and 
hyperplastic gastric epithelium. Hematolog- 
ic data during this admission are appended. 


Third Hospital Admission (October, 
1949). Following discharge in May 1949, 
he remained well until October when he 
developed a tender, hot nodule in his left 
axilla. Physical examination at this time 
demonstrated in addition many inguinal 
nodes and one right axillary node of unde- 
scribed size and consistency. The splenic 
tip was palpated for the first time. When 
excision biopsy of the left axillary node was 
performed, continuous oozing over the next 
several hours necessitated admission for 
blood transfusion. During this admission a 
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TABLE I 
3rd 
O.P.D lst Admission 2nd Admission Admis. |} O.P.D. || Final Admission’ 
8/47 ||8/15/48 8/17/48 8/19/48 9/5/48 || 3/29/49 5/7/49 10/49 7/50 || 1/15/51 2/2/51 

HBG 13.7 6.2 8.8 9.6 11.1 9.3 11.2 14.2 8.1 7.8 12.4 
WBC 51,500 || 31,900 | 23,200 | 16,600 | 19,300 31,200 | 14,900 7400 24,800 3400 3700 
Poly. seg 66 69 60 73 79 80 82 N 9 36 4 
Poly. non seg 3 3 9 9 1 3 — O 3 14 24 
myelocytes — 4 7 4 — 2 — — 2 40 
metamyelo 1 — D — 8 
blasts — — — — — occ. — I 53 20 16 
lymphocytes 27 12 23 1 13 7 14 F 16 12 — 
monocytes 3 2 — 2 1 3 — F 1 — 4 
eosinophils 1 10 — 1l 2 0 — ‘ 2 os 4 
basophils — —_ — — 4 5 4 16 8 8 
PLATELETS 945,000 872,000 | 506,000 ||increased 125,000 | 30,000 
RETICS 1.9 3.4 
COOMBS negative 
VEN. COAG 

TIME 5 min. 
BSP 0% 
URIC AC 2.9 
BUN 6 21 15 ll 
BLOOD SUGAR 119 
TOT. PROT 6.10 6.23 6.30 
ALB. 4.40 3.63 2.95 
GLOB. 1.70 2.60 3.35 
CEPH. FLOC 0 


soft systolic mitral murmur was mentioned 
for the first time. Microscopic examination 
of the resected lymph node revealed mul- 
tiple small abscesses. The pathologic diag- 
nosis was “suppurative lymphadenitis’. 


One month later an eroded, inflamed 
looking, hemorrhagic ulcer developed on 
the patient’s posterior pharyngeal wall. 
After therapy with parenteral penicillin for 
one week, this ulcer disappeared. Bone mar- 
row biopsy of the sternum was performed 
at this time and was interpreted as “mega- 
karyocytic hyperplasia and fibrosis compat- 
ible with chronic granulocytic leukemia”’. 


During the succeeding 6 months the axil- 
lary lymphadenopathy regressed. However, 
hepatomegaly became apparent, as well as 
marked splenomegaly, the lower pole of the 
spleen reaching to the pelvic brim. Chest 
x-ray was normal except for slight elevation 
of the left diaphragmatic dome. 


In the Fall of 1950 a course of x-ray 
therapy to the spleen was begun because of 
overlying pain and tenderness. After 1200 
r in air over 12 days, therapy was discon- 
tinued because of a decrease from over 
20,000 WBC to 5000. However, great symp- 
tomatic relief was obtained and the size 
of the spleen decreased one-half. Over the 


next 3-4 months occasional blood trans- 
fusions were administered for symptoms of 
anemia. Overall weight loss of 40 pounds 
had occurred since the patient’s first visit 
in 1947. 


Final Hospital Admission (Jan.-Feb., 
1951). The patient was readmitted in Janu- 
ary, 1951 because of progressive weakness 
and increasing dizziness. Physical examin- 
ation revealed: pallor of all mucous mem- 
branes; fever of 102°; pulse rate, 80; moist 
rales at both bases; a soft systolic murmur 
at both mitral and aortic area; the spleen 
filled the entire left abdomen; the liver edge 
extended 3 fingerbreadths below the right 
costal margin and was tender. Chest x-ray 
was essentially unchanged. The patient’s 
fever increased to 103° the second hospital 
day. From this day he received a daily 8 
hour infusion for the next two weeks of 10 
mg of ACTH in 1000 units of 5% G/W. 
During this time his temperature decreased 
until he became afebrile. The day before 
the ACTH was discontinued, his fever re- 
curred and from then on until his death 3 
days later he manifested intermittent fever 
to a high of 103° (rectal). Blood culture 
obtained the day after admission demon- 
strated no growth in 15 days. Despite sup- 
portive therapy, including transfusions both 
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of red cells alone and of whole blood, and 
oral penicillin, he became progressively 
weaker and expired approximately 3 weeks 
after his admission. 

DISCUSSION OF CASE 
Dr. Kearney: 

The case this morning presents four out- 
standing features for our consideration: 
anemia, leukocytosis or leukemoid reaction, 
thrombocythemia, and hepatosplenomegaly. 
We also have a disease chronic over at least 
a four year period in a 57 year old white 
male, with episodes of G.I. bleeding, hem- 
optysis, substernal pain, suppurative 
lymphadenitis, oral ulceration, and an over- 
whelming, septic termination of life. 


A methodical consideration of diseases 
characterized by these four features will 
first be presented. 


The causes of splenomegaly are so va- 
ried that they encompass the entire realm 
of etiologic classification and are generally 
the following. Acute, subacute, and chronic 
infections. Specific examples are typhoid, in- 
fectious mononucleosis, tuberculosis, ma- 
laria, and infectious hepatitis. Congestive 
splenomegaly and hyperplastic splenomeg- 
aly include items such as cirrhosis, portal 
vein thrombosis, and the anemias. Infiltra- 
tive diseases include lipoid reticuloendo- 
thelioses, neoplasms, and cysts. Next there 
is a list of conditions and diseases stimulat- 
ing an increased platelet count: (1) hem- 
orrhage; (2) post-partum period; (3) acute 
febrile illness, as pneumonia; (4) severe in- 
jury—e.g. fracture femur; (5) splenectomy; 
(6) chronic tuberculosis; (7) Hodgkin’s dis- 
ease; (8) after blood transfusions; (9) stren- 
uous exercise; (10) acute rheumatic fever; 
(11) chronic myeloid leukemia; (12) poly- 
cythemia vera; (13) primary thrombocy- 
themia hemorrhagica. A fairly complete 
review of diseases presenting a leukemoid 
blood picture may be quickly presented. A 
leukemoid reaction is defined as white blood 
count over 50,000 or a lower, even leuko- 


penic, count with premature cells in the 
circulating blood. 


Again we have a group of infections. 
Myelocytic responses are caused by pneu- 
monia, meningoeoccic meningitis, diphthe- 
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ria, and tuberculosis. Lymphatic responses 
can be caused by whooping cough, chicken 
pox, infectious mononucleosis, cancer of the 
stomach, and syphilis. Intoxications such as 
eclampsia, severe burns, and mercury poi- 
soning stimulate high white blood counts. 
Malignancy with bone metastases can cause 
a leukemoid reaction, as can severe hemor- 
rhage, sudden hemolysis, and pernicious 
anemia in recession. From these standard 
textbook analyses, that is from all the pos- 
sible diagnoses, there are only a few we can 
more fully discuss, in fact need to discuss. 
In the group of infections, the chronic dis- 
ease tuberculosis is forthcoming as a cause 
of the predominant findings in our case. 

Hodgkin’s disease and myelocytic leu- 
kemia in the malignant group of diseases 
can both seriously be considered in our 
case. 


A diagnosis of Hodgkin’s disease is made 
by examination of representative biopsy 
material. Biopsied lymph nodes may be 
misinterpreted as chronic lymphadenitis, 
but the course of the disease is such that 
other nodes become available for examin- 
ation very shortly. A course of radiation 
with dramatic regression of enlarged nodes 
has been considered diagnostic. 


Hodgkin’s disease is characterized by 
polyleukocytosis, platelet increase, and 
sometimes splenic enlargement. This dis- 
ease is frequently most protean in its man- 
ifestations. The duration of this case with- 
out therapy is against the diagnosis. Treat- 
ed cases at the Memorial Hospital, New 
York City, from 1918 to 1943 ranged from 
17.7% to 23.6% five year survival. 


In thoroughness, when considering a 
chronic, mystifying disease, we should men- 
tion syphilis which can give any or all the 
findings we have here. The patient had a 
course of penicillin for one week which 
might have reversed some of the symptom- 
atology; however, the protocol gives little 
to encourage pursuit of this diagnosis. 

The report of a bone marrow biopsy on 
the third hospital admission reads “mega- 
karyocytic hyperplasia and fibrosis com- 
patible with chronic granulocytis leukemia.”’ 

An investigation of megakaryocytic hy- 
perplasia and fibrosis in the bone marrow 
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opens the door on a very interesting his- 
tologic reaction which is associated with 
diseases of many names depending upon 
slight clinical variations or the observer’s 
point of view. 


In a report on megakaryocytic leukemia 
or chronic non-leukemic myelosis, Carpen- 
ter and Flory (1941) describe a condition 
characterized by 1 to 12 million platelets 
per mm’, splenomegaly which responds to 
irradiation and infiltration of organs with 
myelocytes and megakaryocytes similar to 
myelosclerosis and polycythemia vera, and 
seldom lymph gland enlargement. 


Seventy cases reviewed had enough vari- 
ety to be called the following: (1) Myeloid 
splenic anemia; (2) Atypical myeloid leu- 
kemia; (3) Aleukemic myelosis; (4) Os- 
teosclerotic pseudoleukemia; (5) Chronic 
non-leukemic myelosis; (6) Megakaryocyt- 
ic myeloid splenomegaly; (7) Myelosclero- 
sis; (8) Leukoerythroblastosis. 


These are generally differentiated from 
myeloid leukemia by diversity of cell types 
in metaplastic organs and bone marrow, 
commonly low WBC, with low proportion 
primitive cells circulating and constant 
presence of nucleated RBC, absence of leu- 
kemic infiltration, and presence of osteo- 
sclerosis and myelofibrosis. 


Carpenter and Florey present a case of 
a 33 year old white male who was exposed 
to a tuberculous sister in childhood, had 
pneumonia at age 21, had “bad kidneys” 
and albuminuria at 25. He had dull ache 
in back, arms and legs, constipation, and a 
25 pound weight loss. In three years prior 
to death, this patient had splenomegaly 
followed by leukemoid blood picture, 86,000 
per mm‘, splenectomy, many episodes of 
epistaxis and gum bleeding. X-ray showed 
course trabeculation of the long bones. Ter- 
minally there was an aplastic phase with 
WBC of 2,600/mm‘ and anemia of 2.5 mil- 
lion RBC. 


At autopsy there was generalized osteo- 
sclerosis, generalized myelofibrosis, general- 
ized aplasia of the bone marrow, myeloid 
metaplasia of adrenals, anemia, and gen- 
eralized miliary tuberculosis with massive 
miliary tuberculosis of lungs, liver, miliary 
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tubercles of adrenals, pancreas, abdominal 
lymph nodes, and bone marrow. Caseonod- 
ular tuberculosis in axillary lymph nodes. 
Also chronic appendicitis, bilateral fibrous 
and fibrinous pleurisy, and minimal arterio- 
sclerosis. 


Discussion of pathogenesis concludes that 
this is probably a variant of leukemia, per- 
haps an erythroleukemia or myeloid meta- 
plasia secondary to osteosclerosis and mye- 
lofibrosis. It is mentioned that tuberculosis 
has impressed many observers as a possible 
etiology when the bone marrow is hyper- 
plastic. 


Hemorrhagic thrombocythemia is a dis- 
ease in which there is a hypochromic mi- 
crocytic anemia with WBC up to 50,000, 
mostly polys, and platelets increased to 1.5 
million. 

I am going to assume that what was de- 
scribed in the bone marrow of our patient 
was myelofibrosis, a reaction brought on by 
a variety of means: toxic chemicals, bac- 
terial allergy, cellular proliferation as in 
leukemia, and perhaps primary as in Albers- 
Schonberg disease or osteopetrosis of chil- 
dren. In all instances there is a stimulus 
resulting a bony sclerosis or myelofibrosis 
giving rise to cellular proliferation of all the 
elements of the bone marrow, then finally 
crowding out of these elements and stim- 
ulating extramedullary myelopoiesis and re- 
sulting in a myelophthisic anemia unre- © 
sponsive to all therapy but transfusion. 


Howard Crail et al (1948) reported four 
cases of myelofibrosis associated with tu- 
berculosis. In these cases. there was mye- 
lofibrosis and extramedullary hematopoie- 
sis arising in other organs of the reticu- 
loendothelial system. There was a lukemoid 
reaction presenting immature leukocytes 
and normoblastic, giant platelets and mega- 
karyoblasts. This leukemoid reaction sounds 
similar to that of erythroleukemia. 


The bone marrow revealed depletion of 
normal hematopoietic tissue and fat, with 
fibroblastic proliferation and megakaryocy- 
tic increase. Early in the disease the bone 
marrow had been hyperplastic but late re- 
sembled peripheral blood. 
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Small caseating lesions were found dif- 
fusely in the organs of all cases and were 
filled with many acid fast bacilli. 

Very interesting experimental work has 
shown the unsaponifiable higher alcohol of 
the tubercle bacillus capable of producing 
proliferation of fibroblasts both diffuse and 
clumped. This is a fascinating subject em- 
bracing the large field of fibrotic and hy- 
alinized lesions including sarcoidosis and 
Hodgkin’s disease. 

Custer says that tuberculosis is thought 
responsible for a diffuse myelofibrosis of 
bone marrow in a few cases with leukoery- 
throblastic blood picture and thrombocy- 
themia. 

Most cases of leukemoid reaction have 
apparently occurred in patients with ex- 
tensive lymphatic tuberculosis or involve- 
ment of the spleen. 


The blood picture in tuberculosis may be 


identical with myelogenous leukemia with- 


a hyperplastic, myeloid, bone marrow, and 
again acute tuberculous septicemia may 
give aplasia of bone marrow. 


Acute miliary tuberculosis usually has a 
moderate hyperchromic anemia which is 
progressive. 

It is interesting to note in regard to the 
thrombocythemia of our patient that Ban- 
nerman has used the platelet count for es- 
timating prognosis of his cases. 

Finally, with but little left covering our 
suggestion as to diagnosis, will be a com- 
ment on the therapy. Irradiation of the 
spleen was followed by decrease in the size 
of the spleen and a drop in WBC. This may 
have been due to reducing the extramedul- 
lary hematopoiesis that these patients fre- 
quently need because of the barren, mye- 
lofibrotic marrow in late stages of the dis- 
ease. Secondly, the steroid effect on tuber- 
culous patients is defervescence, appetite 
improvement, temporary regression of signs 
of inflammation as disclosed by x-ray ex- 
amination of the lungs. In the larynx edema 
decreases, and occasionally the tuberculin 
reaction is reversed—apparently, a result 
of the suppression of allergy and its inflam- 
mation. There is usually an immediate 
flare-up of the disease when steroids are 
withdrawn. Cortisone is suggested in tu- 
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berculosis therapy only if there is an as- 
sociated Addison’s disease. 

Our clinical diagnosis is miliary tubercu- 
losis, with myelofibrosis and leukemoid re- 
action. 


Autopsy FINDINGS 
Dr. McCowan: 
An autopsy performed approximately 
eight hours after death revealed the follow- 
ing significant gross findings: 


1. Indurated, coalescent, gray-white 
nodules 0.2 to 1.5cm in diameter in the 
lower lobe of each lung and in the apex 
of the left lung. 


2. Hepatomegaly (3300 grams) with 
white miliary nodules diffusely scattered 
over the surface and throughout the paren- 
chyma. 

3. Splenomegaly (2725 grams) with 
similar diffuse miliary lesions. 

4. Enlarged kidneys (400 and 375 
grams) with occasional similar miliary le- 
sions on the cortices. 


5. Generalized lymphadenoapthy with 
suppuration of some of the hilar nodes. 


6. No demonstrable site of blood loss. 


Microscopic examination revealed coales- 
cent foci of caseation necrosis in the lungs, 
liver, spleen, and lymph nodes. Kinyoun 
stained sections demonstrated myriads of 
acid-fast bacilli in these lesions as well as in 
blood vessels. The tissue reaction of tuber- 
culosis—histiocytes, giant cells, and lym- 
phocytes—was, however, conspicuously ab- 
sent in all sections. Neither acid-fast bacilli 
nor tubercles could be demonstrated in the 
bone marrow which showed crowding out 
of blood cell progenitors by advancing fib- 
rous tissue. 


Review of the axillary node biopsy and 
second sternal marrow biopsy showed a few 
acid-fast bacilli in each. 


We can therefore agree with Dr. Kearney 
that the patient did indeed have miliary 
tuberculosis and myelofibrosis. 


The association, however, is, of course, 
no proof that the tuberculosis caused the 
myelofibrosis and a leukemoid reaction, al- 

(continued on page 168) 
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THE BricKER AMENDMENT 

Thoughtful Americans of all walks re- 
alize that foreign control of American 
life, via treaties or executive agreements, 
poses a greater peril to our liberty and our 
freedom than does Communistic infiltra- 
tion. Thoughtful American physicians are 
doubly concerned, since treaties, believe it 
or not, can nullify our national laws and 
supercede our state laws, even those relat- 
ing to local medical licensure! As a poig- 
nant example of these facts, read this let- 


ter: 

May 16, 1955 
Honorable Estes Kefauver, Chairman 
Subcommittee on Constitutional Amendments 
Committee on the Judiciary 
U. S. Senate 
Washington 25, D. C. 
Dear Mr. Chairman: 

I would like to take this opportunity on behalf 
of the American Medical Association to submit 
for your consideration our views concerning 
S.J.Res. 1, 84th Congress, which is currently be- 
ing studied by your committee. 


The American Medical Association vigorousl 
endorses the principles of a Constitutional amend- 
ment designed to restore to the states and to the 
Congress those legislative powers which, until re- 
cent years, had n thought to be secured to 
them by the Constitution. We have no preference 
as to the language best suited to accomplish this 
purpose but feel, as citizens and physicians, that 
recent developments make such an amendment 
vitally necessary. 


It has become plain to us that both the states 
and the Congress have suffered an erosion of 
their powers through past usage and the poten- 
tial future use of the treaty power and the Exec- 
utive Agreement. Whether such a shift of power 
to the Executive branch of the government was 
foreseen and intended by the framers of the Con- 
stitution or whether it arises from faulty con- 
struction of that document by the Supreme Court 
is immaterial. It is a fact that today the Presi- 
dent and a small minority of the Senate can (a) 
override state constitutions, laws and customs in 
areas never before supposed to be proper sub- 
—— for federal regulation, (b) expand the legis- 
ative powers of Congress beyond those delegated 
in the Constitution and (c) legislate by treaty 
rather than through the open processes of a rep- 
resentative Congress. Most alarming of all, the 
President alone can do all of these things by the 
use of an Executive Agreement. 


It serves no useful purpose to reiterate here the 
convincing arguments already made on behalf of 
such an amendment as we support or to demon- 
strate the error and confused thinking into which 
its opponents have fallen. We believe that reason- 
able men, reviewing the record, can only con- 
clude that the case for the amendment has been 
more than adequately made. We desire, however, 
to add to that record the specific reasons for our 
concern as physicians and to invite the atten- 
tion of the Committee to a striking demonstra- 
tion of the fact that Senate ratification of treaties 
provides a protection more illusory than real. 


Treaties are seldom negotiated under circum- 
stances which permit persons interested an oppor- 
tunity to learn what is being done in their behalf 
or to express their opinions on the subject. They 
are presented to the Senate in finished form and 
under circumstances making alteration of the 
treaty language virtually impossible. Hearings 
are normally cursory, without copies of the treaty 
concerned being made available for public scru- 
tiny. Consequently, propeciiene which would re- 
ceive full and complete hearings if advanced in 
the normal legislative form are not even discov- 
ered by the public until after they have become 
domestic law. Their true impact is only realized 
after litigation. It is no secret that the Senate 
customarily transacts business without a quorum 
present. There is no prohibition against the rati- 
fication of treaties by voice vote with only a few 
Senators on the floor. 


As an example, we remind the Committee that 
on June 14, 1952 the Senate of the United States 
ratified two conventions and a treaty with only 
two Senators present. The Senator who was on 
the floor did not even vote, the sole affirmative 
vote being cast by the Senator presiding. Only 
a gentleman’s agreement prevents a repetition of 
this travesty today. Surely, our fundamental 
rights require a much stronger safeguard. 


Other witnesses before this Committee have 


clearly indicated the threat to state and national 
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sovereignty and to our ts as citizens in pro- 
posals advanced by the United Nations such as 
the International Criminal Court, the Genocide 
Convention, the Covenants on Human Rights, the 
Convention on Gathering and Transmission of 
International News and Right of Correction and, 
indeed, the theory of certain individuals that the 
Charter of the United Nations can be broadened 
by interpretation. While we are also concerned 
with these dangers as individual citizens, the 
medical profession is rticularly disturbed by 
the activities of two of the international organiza- 
tions in which the United States participates. 


Both the World Health Organization and the 
International Labor Organization are engaged in 
international operations affecting the practice of 
medicine. The International Labor Organization 
alone has produced 103 conventions to date, a 
large number of which if adopted, would dras- 
tically alter the practice of medicine and the 

hysician-patient relationship as it exists in the 
United States today. Included are conventions 
governing maternity protection, workmen’s com- 
pensation, weekly rest, medical examination of 
young persons, sickness insurance, invalidity in- 
surance, migration for employment, social secur- 
ity, and medical examination. 


It is not surprising, in view of the composition 
of the I.L.O., that its conventions are instruments 
of statism totally repugnant to the American phi- 
losophy of the relationship of the people to our 
government. If given effect as internal law in this 
country, the principles embodied in these con- 
ventions would remake the social and economic 
structure of the United States. We stress that this 
would be accomplished not through our Constitu- 
tional legislative processes but through the activ- 
ities of a foreign body. 


The conventions adopted by the IL.L.O. are 
unique in another way. Under its constitution 
these conventions have the status of treaties and 
must be considered for ratification as treaties by 
the member governments, including the United 
States. Despite the fact that the content of these 
conventions is repugnant to American thinking, 
the United States is one of the very few nations 
of the world in which ratification alone will give 
effect to the provisions of the conventions as in- 


ternal law. 


It is appropriate to remind the Committee that 
the United States government delegates to the 
International Labor Organization, who presum- 
ably follow instructions from the Executive branch 
of the government, have cast their votes in sup- 
port of some of the most radical of these con- 
ventions. We have discussed earlier the manner 
in which one Senator ratified two conventions 
and a treaty in 1952. That same year both United 
States government delegates to the International 
Labor Organization convention voted in favor of 
its Maternity Convention. One of the U. S. gov- 
ernment delegates who cast our vote in favor of 
this convention sat at that time, and sits today, 
in the United States Senate. Only a gentleman’s 
agreement prevents him from ratifying the con- 
vention on behalf of the Senate and bringing it 
into effect as internal law in the United States. 


The constitution of the World Health Organiza- 
tion provides that regulations passed by its as- 
sembly “shall come into force for all members 
after due notice has been given of their adoption 
by the Health Assembly except for such members 
as may notify the Director General of rejection 
or reservations within the period stated in the 
notice.” This international organization thus has 
the power to enact legislation binding as internal 
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domestic United States law without the knowl- 
edge, much less the approval, of the Congress. 


We are concerned, therefore, that propositions 
which would never be approved by the American 
people if they were advanced as legislative pro- 

s and subjected to full hearings may become 

w by the ratification of one of these numerous 
conventions by an ill-advised minority of the 
Senate. We believe that it is imperative that Con- 
stitutional protection be restored. 


The American Medical Association is properly 
concerned over the degree to which the use of 
treaties has already invalidated state laws relat- 
ing to the practice of medicine. We are concerned 
that treaties or Executive Agreements may, in 
the future, even more seriously transfer the state 
regulation of medical practice into the hands of 
those who are unaware of the requirements or 
desires of the people of the several states. 


We invite the attention of the Committee to 
the actual operation of paragraph 2 of Article I 
of the Treaty of Friendship, Commerce and Navi- 
gation between the United States and Italy, signed 
at Rome on February 2, 1948. The following com- 
munication from the Italian ambassador in con- 
nection with this treaty shows how the laws of 
several states, without the knowledge or consent 
of the people, were secretly altered by treaty: 


*““AMBASCIATA 
Washington, D. C. 


October 29, 1952 
Bureau of Examining Boards 
State Department of Health 
Lincoln 9, Nebraska 


Dear Sirs: 


Paragraph 2 of Article I of the Treaty of 
Friendship, Commerce and Navigation signed at 
Rome on February 2nd, 1948, between the United 
States and Italy, establishes that, in conformity 
with the applicable laws and regulations, the “na- 
tionals of either High Contracting Party, be per- 
mitted to exercise commercial, manufacturing, 

rocessing, financial, scientific, educational, re- 
igious, F and professional activities, 
except the practice of law.” 


This Embassy contacted some time ago the De- 
partment of State in order to have the American 
interpretation of the above-mentioned article in 
respect to the exercise of the medical professions 
in the United States on the part of Italian citi- 
zens. 


The Department answered as follows: 


“The Treaty provisions would require the 
States, each according to its own procedure, to 
admit Italian nationals to the practice of medi- 
cine on terms as favorable as those on which 
each admits its own citizens or other nationals 
of the United States. Such treaty rights would 
be enforceable by Italian nationals in the State 
and Federal courts of justice. State laws or regu- 
lations forbidding aliens to practice medicine, or 
providing conditions more burdensome than for 
the State’s own citizens, would be inoperative 
with respect to Italian nationals. The examining 
and licensing authorities remain, however, the 
State’s own and nothing in the Treaty would re- 
quire recognition of degrees of Italian education- 
al institutions or the rulings of Italian examin- 
ing or licensing authorities.” 


The Department added that it did not possess 
detailed information relating to the procedures 
adopted by the various States, and suggested that 
the Embassy address itself to the American Med- 
ical Association of Chicago. 
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The Association replied to the Embassy’s re- 
quest informing that the best course to take was 
to apply to the Medical Examining and Licensing 
Boards of the various States. 

This Embassy will, therefore, be very grateful 
to you for kindly answering the following ques- 
tions: 


1) Aside from the question of the recognition 
of academic titles, are there in your State laws 
or regulations forbidding foreigners to practice 
medicine or dentistry? 


2) If so, what steps have been taken to ren- 
der 4, age such laws and regulations with 
respect to Italian nationals? 


3) ont procedure should an Italian citizen 
follow to obtain recognition in your State of the 
specific treaty rights which put him in the same 
position of a national of the United States in 
regard to the condition of citizenship, when ap- 
plying for the exercise of medicine or dentistry? 


This Embassy expresses in advance its best 
thanks for the courtesy of your reply. 
Very truly yours, 
Signed: Alberto Tarchiani 
Ambassador of Italy” 


It is plain to us that if the treaty power can 
invalidate the citizenship requirements of statc li- 
censure, it can also invalidate state medical edu- 
cation and professional ability requirements. No 
less an authority than the Dean of the Harvard 
Law School, an opponent of the amendment, 
confirmed this fact in a colloquy with Senator 
Bricker during the current hearings .... . 


Three times in recent years the House of Dele- 
gates of the American Medical Association, the 
governing body of the organization, has unani- 
mously voted to support the principle of a con- 
stitutional amendment of the type under con- 
sideration by your Committee. Not only as citi- 
zens, but as physicians, we have become aware 
of the threat to our individual rights and funda- 
mental beliefs which exist as a result of recent 
interpretations of the Constitution. We are con- 
vinced that an enlightened citizenry, able to ex- 
pee itself on legislative matters to its state and 
ederal representatives, will never permit the en- 
actment of unwise laws and regulations tending 
to destroy the ability of the profession to furnish 
the high quality of medical care which our peo- 
ple now enjoy. We are equally convinced that a 
serious threat to that standard of medical care 
now exists because of the ability of those who 
know little about the subject to wittingly or un- 
wittingly bring about major changes in the teach- 
ing and practice of medicine through the secret 
process of treaties and Executive Agreements. We 
urge the submission by the Congress to the peo- 
ple of a constitutional amendment designed to re- 
store their constitutional right to have their do- 
mestic laws enacted by an open and public legis- 
lative process. 

Sincerely, 
GeorcE F. Lui, M.D. 
Secretary and General Manager 


See what we mean? The Bricker Amend- 
ment, or its equivalent, is an absolute MUST. 


Then pass another Amendment, provid- 
ing that ratification of a treaty, or an Ex- 
ecutive Agreement shall require the votes of 
two-thirds of the total membership of the 
Senate. This is another absolute MUST. 
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The Long Man 
Of Wilmington 
The largest representation of a human 
figure in the world is believed to be the 
Long Man of Wilmington, at Eastbourne 
on the southeast coast of England. 


The figure is 240 feet long and was 
carved in the chalky downs along the 
coast by the inhabitants of Britain 1,000 
years ago. 

Balto.-Sun — 6-12-55 


COMING MEETINGS 
Saint Francis Hospital 

Obstetrics and Gynecology Conference— 
Every Wednesday 8:00 A.M. 

Medical Conference—Third Wednesday 
10:00 A.M. 

Surgical Conference — Third Tuesday 
8:30 A.M. 


Wilmington General Hospital 
Medical Conference—Second and Fourth 
Saturday 8:30 A.M. 
Surgical Conference — First and Third 
Wednesday 8:30 A.M. 


Memorial Hospital 

Medical Conference — Every Tuesday 
8:30 A.M. 

Tumor Conference—July 13-July 27 and 
August 10 and 24, 12 noon. 

Obstetrics and Gynecology Conference— 
July 6 and 20, 12 noon. 

Surgical Conference — Every Saturday 
8:00 A.M. 


Delaware Hospital 
Urology Conference—Every Wednesday 
8:00 A.M. 
Medical Conference — Every Thursday 
8:30 A.M. 
Surgical Conference — Every Saturday 
8:30 A.M. 
Tumor Conference—July 6 and 20, Au- 
gust 3, 17, 31, 12 noon. 
Neuro Surgery Conference—July 13 and 
27, August 10 and 24, 12 noon. 
Beebe Hospital Staff Meetings—1:00 P.M. 
—Lewes—July 15, August 19. 
Nanticoke Memorial Hospital Staff Meet- 
ings—Seaford—12:30 P.M. July 7, Au- 
gust 4. 
Milford Memorial Hospital Staff Meetings 
4:30 P.M. July 12, August 9. 
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(continued from page 164) 
though such a pathogenesis has been at- 
tributed to similar cases reported by Crail 
et al' and other authors. 


Leukemia is considered by some writers** 
the most common cause of myelofibrosis. 
Can leukemia be excluded in this case? I 
think it can be with a reasonable degree 
of certainty. In the first place, no evidence 
of leukemic infiltration or leukemic meta- 
plasia was found in any organ. The spleno- 
megaly was due largely to a marked pro- 
liferation of partially matured blood cells 
of all types—granulocytes, erythrocytes, 
and megakaryocytes. The splenic meta- 
plasia, in other words, was benign (extra- 
medullary hematopoiesis) as opposed to 
malignant (leukemic metaplasia). Extra- 
medullary hematopoiesis was also present, 
in moderate degree, in the liver sinusoids. 


On the other hand, in favor of tubercu- 
lous myelofibrosis and an associated leu- 
kemoid reaction is the presence almost 3% 
years before death of a tuberculous adeni- 
tis and tubercle bacilli in the bone marrow. 
Furthermore, it is well known that the leu- 
kemoid reaction of tuberculosis can exactly 
simluate leukemia. 


Of interest and perhaps of significance is 
the fact that other reported cases of tuber- 
culous myelofibrosis have been associated 
with atypical tubercle formation (i.e. lack 
of tissue reaction) as in this case. 


Acceleration of the spread of tuberculosis 
by ACTH and adrenal cortical steroids is 
recognized and may have taken place here. 


PATHOLOGIC DIAGNOSIS 
Generalized miliary tuberculosis 
M yelofibrosis 
Extramedullary hematopoiesis 
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BOOK REVIEWS 


TEXTBOOK OF PEDIATRICS. By Waldo E. Nel- 
son, M. D., Professor of Pediatrics, Temple 
University School of Medicine. With the Col- 
laboration of Seventy Contributors. Sixth 
edition. Pp. 1581, with 478 illustrations. 
Cloth. Price, $15.00. Philadelphia: W. B. 
Saunders Company, 1954. 
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This new edition presents a complete 
clinical guide to the practice of pediatrics. 
Coverage of disease is thorough in every 
respect. A number of sections have been 
revised and expanded. There is a new sec- 
tion on tumors. While it is a large book, 
the text is representative of current pedi- 
atric thought and is concisely written. It 
is a book which ought to be in the library 
of every teacher, student, and practitioner 


of pediatrics. 


PEDIATRIC DIAGNOSIS. By Morris Green, M. D.., 
Assistant Professor of Pediatrics, Yale Uni- 
versity School of Medicine, and Julius B. 
Richmond, M. D., Professor and Chairman 
of the Department of Pediatrics, State Uni- 
versity of New York College of Medicine at 
Syracuse. Pp. 436. Cloth. Price, $10.00. 
Philadelphia: W. B. Saunders Company, 


As stated in the preface: ““The emphasis 
throughout this book is on competence in 
history taking and physical examination; on 
the accomplishment of early diagnosis; on 
the application of information from the 
basic sciences to clinical situations; on the 
development of a functional knowledge of 
physical, physiologic and psychologic growth 
and development; and on differential diag- 
nosis.” 

It is a very comprehensive book in its 
intended field and one which can very read- 
ily be used for deriving information or ar- 
riving at a diagnosis. It can be highly rec- 
ommended. 


THE CARE OF YouR SKIN. By Herbert Lawrence, 
M.D., Cloth, Pp. 95, Price, $2.50, Boston; Little, 
Brown and Company, 1955. 


This is the story of acne and its treat- 
ment: a complete review of the causes and 
misconceptions of this adolescent malady. 
The general management of acne is out- 
lined intelligently in a narrative form, em- 
ploying language the layman understands. 


The author goes into some detail in ex- 
plaining the sex hygiene involved in the 
adolescent. This section of the discussion 
should prove quite valuable to parents of 
growing children because it offers a prac- 
tical approach to the sex hygiene problem. 


School teachers, parents, counsellors, 
and physicians will appreciate the useful- 
ness of this little volume. The latter will 
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find it a good book to suggest to patients 
with acne problems. The patients are 
prudently directed to be guided by the 
family physician in the matter of therapy. 


HANDBOOK OF PEDIATRICS. By Henry K. Silver, 
M.D., C. Henry Kempe, M.D., and Henry B. 
Bruyn, M.D. Cloth, Pp. 548, Price, $3.00. Los 
an California: Lange Medical Publications, 


An encyclopedia of pediatric knowledge 
is bound within the pages of this small 
book. Chapter 13 on Adolescence, Chapter 
19 on Disorders of the Blood, and Chapter 
24 on Metabolic and Endocrine Disorders, 
are complete outlines with adequate infor- 
mation on present day diagnosis and treat- 
ment of the disorders involved. 


Numerous summary tables, outlines, il- 
lustrations, and a complete index make 
this a very useful book for the medical 
student, hospital resident, and busy prac- 
ticing physician. 


HYDROCORTISONE, ITS NEWER ANALOGS AND AL- 
DOSTERONE AS THERAPEUTIC AGENTS. ANNALS OF 
THE NEW YORK ACADEMY OF SCIENCES, Vol. 61, 
Art. 2, pages 281-636. Published by the Acad- 
emy, May, 1955 


This is an inclusive symposium in five 
parts, including pharmacology, use of cer- 
tain synthetic steroids and parenteral 
forms, topical use, and halogenated ana- 
logs of hydrocortisone. References are 
given with each paper. An index would 
have added greatly to the reference value 
of this most interesting volume. 


In the paper on asthma, it is empha- 
sized that hydrocortisone is not a “magic 
drug.” If ephedrine, epinephrine, iodides 
or aminophylline control symptoms ade- 
quately hydrocortisone should not be used. 


This volume should be of interest to 
specialists and research workers. 


VIRAL HEPATITIS — CLINICAL, LABORATORY, AND 
PusBLic HEALTH ASPECTS. By Heinz F. Eichen- 
wald, M.D., Chief, Hepatitis Investigations Unit, 
Epidemiology Branch, Communicable Disease 
Center, U. S. Department of Health, Education, 
and Welfare, Public Health Service Publication 


No. 435, 1955. Paper. Pp. 59. Price, 55 cents. - 


This pamphlet deals with the clinical 
aspects of viral hepatitis. The practicing 
physician will find it a valuable guide in 
the understanding and management of in- 
fectious and serum hepatitis (Virus A 
(1.H.) and Virus B (S.H.) ). 
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Gamma globulin in a dosage of 0.05 cc. 
per pound of body weight is recommended 
for prophylaxis of contacts, provided it is 
understood that such contacts may become 
asymptomatic carriers and transmit the 
infection to others. Hygiene and sanita- 
tion are paramount in the prevention of 
hepatitis. 


POMP AND PESTILENCE, INFECTIOUS DISEASE, ITS 
ORIGINS AND CONQUEST. By Ronald Hare, M.D., 
Cloth, Pp. 224, Price, $5.75, New York: Philo- 
sophical Library, Inc., 1955. 


This book deals with the history of man 
and his struggle against infection. The 
story of parasites, bacteria, and epidemic 
diseases are traced through the ages. Ex- 
tremely high morbidity and mortality as 
a result of the various diseases are empha- 
sized. 


Pulmonary tuberculosis in Berlin, for 
example, increased from a death rate of 
76 per 100,000 in 1938 to 268 per 100,000 
in 1945. Malnutrition and crowding were 
contributing factors. 


Some epidemics are due to the importa- 
tion of a parasite into a population previ- 
ously unacquainted with it, and, therefore, 
without immunity. Many of the great epi- 
demics of history belong to this category 
and include the Black Death in Europe 
in 1345, cholera in countries outside India 
in 1817 and the following years, smallpox 
among the North American Indians in 
1633, and measles in the Faeroe Islands in 
1846 and in Fiji in 1875. 


Hygiene, sanitation, nutrition, drugs, 
vaccines, and antibiotics have been im- 
portant factors in eliminating disease and 
thus prolonging the span of human life. 
Man’s mechanical inventions are gradual- 
ly taking over the front lines as important 
killers, such as highway and air accidents 
and weapons of war. 


This book is primarily of historical val- 
ue: the statistics on mortality of various 
periods in many countries should be of 
interest to sociologists and epidemiologists, 
but the volume would not be of any clin- 
ical value to the practicing physician. 


Chapter references are grouped to- 
gether at the end of the book before the 


index. 
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1776—MEDICAL SOCIETY OF DELAWARE —1955 


INCORPORATED 1789 


OFFICERS 
PRESIDENT, Lewis B. Flinn, Wilmington 


PRESIDENT-ELect, Glenn M. Van Valkenburgh, Georgetown 


Vice-PresweNT, E. Harold Mercer, Jr., Dover 


SECRETARY, Norman L. Cannon, Wilmington 
TREASURER, Charles Levy, Wilmington 


EXECUTIVE. SecreTary, W. Edwin Bird, M.D., 621 Delaware Avenue, Wilmington 


AMERICAN MeEDICAL ASSOCIATION (1955 


REPRESENTATIVE TO 


STANDING COMMITTEES 
SCIENTIFIC Work 
N. L. Cannon, Wilmington 


J. A. Elliott, Laurel 
A. J. Morris, Wilmington 


MEDICAL EDUCATION 
. W. Frelick, Wilmington 
. R. Spong, Dover 
Fitchett, Milford 


PUBLICATION 
W. E. Bird, Wilmington 
M. A. Tarumianz, Farnhurst 
N. L. Cannon, Wilmington 


PusLic Laws 


S. McDaniel, Sr., Dover 
R. Mayerberg, Wilmington 
R. W. Murray, Wilmington 

. L. Fox, Seaford 

ames Beebe, Jr., Lew 


BUDGET 


Charles Levy, Wilmington 
. M. Messick, Wilmington 
A. Tarumianz, Farnhurst 
J. ‘s. McDaniel. Jr., Dover 
C. M. Moyer, Laurel 


SPECIAL COMMITTEES 
Apvisory, WOMAN'S AUXILIARY 
. A. Beatty, Wilmington 
Gordy, Wilmington 
. W. MacKelkan, Wilmington 
Murray, Wilmington 
. W. Comegys, Clayton 


CANCER 


Whitney. Wilmington 
Colfer, Wilmington 


Gay. Wilmington 
E. Y. Gledhill. Wilmington 
H. S. Rafal, Wilmington 
Isadore Slovin, Wilmington 
R. R. Layton, Dover 
L. M. Dobson, Milford 


M. Moyer, Vice-President, Laure 


DELEGATE: 
ELAWARE ACADEMY OF MEDICINE, W. oO. 


G. A. Beatty, President, Wilmington 
W. CoMEcYS, President-elect, Clayton 


S*ECIAL COMMITTEES 


TUBERCULOSIS 
. A. Beatty, Wilmington 
C. Blasc, Wilmington 
. W. Hainlen, Wilmington 
. P. Lang, Wilmington 
. J. Morris, Wilmington 
Phillips, Wilmington 
. R. Everett, Dover 
ix Mick, Milford 
. M. Moyer, Laurel 
MATERNAL & INFANT MorTALITy 
. M. Gehret, Wilmington 
. L. Handy, Wilmington 
r 


— 


_ Oo. Y. Warren, Wilmington 

. L. Fitchett, Milford 

. H. Williams, Laurel 
MENTAL HEALTH 

. A. Freyhan, Farnhurst 

. L. Ingram, Jr., Wilmington 

es Strahan, Ir. Wilmington 

. T. McGuire. New Castle 

. M. Van Valkenburgh, Georgetown 
Hrart DISEASE 

R. Durham, Jr., Wilmington 

ig Clagett, Ir.. Wilmington 


Dewees, Wilmington 
Everett, Dover 
Fox, Seaford 


DIABETES 
arles Levy, Wilmington 
. H. Aitken, — 
. M. Bohan Wilmington 
. Flanders, Wilmington 
Pollak, Dover 


ARTHRITIS 

. Strange, Wilmington 
Hall, Wilmington 
. Heather, Wilmington 

. Neese, Wyoming 
. Smoot. Jr., Georgetown 
ICAL SERVICE & PuBLIC RELATIONS 

cGuire, New Castle 
. Elbert, Wilmington 
Lawrence, Wilmington 
. Mayerberg, ‘Wilmington 
. Shands, Ir., Wilmington 
. McDaniel. Sr.. Dover 
. Smith, Harrington 
"Lynch, Seafor 
“Marvil, Laurel 


WOMAN'S 954-55 


M 


> 


McGuire, New Castle. 
LaMotte, Sr., Wilmington 


ALTERNATE: Bruce Barnes, Seaford. 


SPECIAL COMMITTEES 
MILITARY & VETERANS AFFAIRS 
. W. Rose, Wilmington 
. W. Alden, Jr., Wilmington 
. W. Murray, Wilmington 
. F. Richards, Wilmington 
. D. Washburn, Wilmington 
NATIONAL DEFENSE 
L. Bailey, Wilmington 
Beck, Wilmington 
MacKelkan, Wilmington 
Munson, Wilmington 
S. McDaniel, Jr., Dover 


RURAL Merpicat Service 
5a Tobin, Milton 


Hoch, 
Prickett, Smyrna 
. W. Smith, 
at Elliott, Laurel 


VOCATIONAL REHABILITATION 
. Stambaugh, Lewes 

. Beatty, Wilmington 

. Flinn, Wilmington 

. King, Wilmington 

. Laggner, Smyrna 


Fees FOR WELFARE PATIENTS 
Milton 


Prickett, Smyrna 
Lynch, Seaford 


AMER. Mep. Epuc. Fon. 
. Richards, Wilmington 
Hassler, Wilmington 

. Poole, — 


Rehoboth 


OSPITAL-PHYSICIAN RELATIONSHIPS 
. Munson, Wilmington 
. Pennington, Wilmington 
Wagner. Wilmington 
Baker, 
be, Jr., Lewes 


GRIEVANCE BOarpD 
Wagner, Wilmington 
. Washburn, Wilmington 
Tarumianz, Farnhurst 
Smith, Harrington 
Bruce Barnes, Seaford 


PROMO SOA 
eg 


I. L. CHIPMAN, JR., Recording Secretary, Wilmin 


Mas, A W. BARTOSHESKY, Corresponding Secretary, 


Mrs. H. J. LAGGNER, Treasurer, yrna 


NEW CASTLE COUNTY MEDICAL 
SOCIETY 


Meets Third Tuesday 
N. L. Currer, President 
CHARLES Levy, President-Elect 
H . Gray, Vice-President 
W. BRIGGS, Secretary 
A. L. INGRAM, Jr., Treasurer 
Councilors: J. C. Pierson (1955); R 
B. Thomas (1956); A. ~d King (1957). 
E. M. Casscells, 
Chipman, qs E. Conrad, ni. 
Cutler, E. F. Fantazier, F. S. Hassler, k 
.H H. Lee, H. i 


eather, McGuire, 
M. Pierson, S. W. Rennie, C. F. 
Richards, H. d. 


Alternates (1955): C. R. 
Flanders, Mildred B. tv. Hi R. W. Fre- 


P. 
ae G. O. Poo cole, H. S. Rafal, ‘E. J. 
Szatkowski. 
Delegates Bh R. E. Allen, W. L. 
Bailey, W. Bar- 
toshesky, riggs, Italo Chara- 


mella, J. A. Chrzanowski, A. J. Flem- 
ing, F. J. Catherine John- 
son, F. A. dD. W. -Kelcan, 
Resnick. 1 Skura, H. Tar- 
rant, M. A. Tarumianz. 


Alternates (1956): D. H. Aitken, 
J. W. Barnhart, A. H. Clagett, Jr., 
F. DiCecco, S. 
Elbert, 


Cc. Hayden, 
Katzensten, K. rrigan, 
Repman, Jr., R. D. San- 
ders Silverman, T. B. Strange, 
L. W. Whitney. 
Board of Directors 
N. L. Cutler (1955). H. W. Grav 
(1955), Charles Levy (1955). W. W. 
Brings, (1955), A. L. Ingram, Jr. (1955), 
WwW. . Lattomus (1955), W. Rennie 
(1956), A. R. Shands, Jr. (1957). 
Woman's Auxiliary 
nos. J. W. Howarp, Mrs. 
D. . MACKELCAN, President- Elect; MRs. 
. Morris, Vice-President; Mrs. J. 
P KINS, Recording Secretary; Mrs. I. 
4 CHIPMAN, Jr., Corresponding Secretary; 
Mrs. F. E. SPENCER, Treasurer. 


KENT COUNTY MEDICAL 
SOCIETY 
Meets Second Sunday 
. R. Fox, President, Dover 
. POLLAK, Vice-President, Dover 

E. S. Dennis, Secretary-Treasurer, Dover. 

Councilors: W. C. Pritchard 
Smyrna; E. H. Mercer (1956), 

Delegates: B. F. Burton (1955), ae 

Ww. E. R. 


Comegys (1956), Cl 
McNinch Dover. ayton; 


Alternates: i: J. Lazzeri (1955), 
Smyrna; R. J. Bishop (1956), Dover: G. 
R. (1956), Dover. 

Woman's Auxiliary 

Mrs. H. W. SmirTH, Har- 
rington; Mrs. H. J. LAGGNER, Secretary- 
Treasurer, Smyrna. 


SUSSEX COUNTY MEDICAL 
SOCIETY 
Meets Second Thursday 

R. L. KLincet, President, Rehoboth. 
Vice- President, Milton. 

MARVIL. Secretary-Treasurer, Laurel. 

Coandileri: E. L. Stambaugh (1955), 
Lewes; L. M. Dobson (1957), Milford. 

Delegates: W. <Annand (1956), 
Georgetown; Bruce (1956), Sea- 
ford; James Beebe, 
O. A. James 1936). 
Long np) oul Frankford: J. E. Marvil 
(1956), rel. 

L. L. Fitchett (1956), Mil- 
fons fi e: J. 


Woman's Auxiliary 
Mrs. J. W. LyNcH, President, Seaford. 
Mrs. J. L. Fox, Secretary, Seaford. 
Mrs. JAMES BEEBE, Jr., Treasurer, Reho- 
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DRAMAMINE IN VERTIGO 


Notes on the Diagnosis and Management of “Dizziness” 


II. False Dizziness 


2. Inability to Walk 
a Straight Line 


1. Romberg’s Sign 


The patient stands with his 
feet together and his eyes 
closed. Inability to maintain 
equilibrium may indicate lo- 
comotor ataxia or sclerosis of 
the posterior columns of the 
spinal cord (tabes dorsalis). 


False dizziness is a sensation of sinking or 
lightheadedness which is often of psycho- 
genic origin. It should be distinguished from 
true “dizziness” or vertigo! in which there is 
a definite whirling, moving sensation. 

Unsteadiness, lightheadedness and similar 
manifestations of false dizziness? may be psy- 
chogenic or the result of arteriosclerosis, hy- 
poglycemia, drug sensitivity and general 
metabolic disturbances such as anemia and 
malnutrition. Hypertension is often the cause 
of these symptoms. 

Psychogenic dizziness probably originates 
at the highest brain centers. It may be de- 
scribed as a sense of uncertainty with occa- 
sional mild lurching but not to the point of 
falling. In these patients there is no nausea, 
no disturbance of vestibular pathways and 
otologic and neurologic examinations are 
negative. The sensation is unaffected by head 
movement. Symptoms usually disappear? 
with complete rest. 


3. Inability to Stand on 
One Foot 


A patient's inability to stand 
on one foot without lurching 
may be a helpful test in dis- 
tinguishing between “‘dizzi- 
ness”’ which is purely psycho- 
genic and that which is of 
organic origin. 


Dramamine® has been found highly 
effective in many of the conditions already 
mentioned. Maintenance therapy with Dra- 
mamine will often keep the patient from 
becoming incapacitated by his condition. 

Dramamine is also a standard for the man- 
agement of motion sickness and is useful for 
relief of nausea and vomiting of fenestration 

rocedures and radiation sickness and for re- 
ief of “true dizziness” of other disorders. 

Dramamine (brand of dimenhydrinate) is 
supplied in tablets (SO mg.) and liquid (12.5 
mg. in each 4 cc.). G. D. Searle & Co., Re- 
search in the Service of Medicine. 


1. Swartout, R., III, and Gunther, K.: “Dizziness:” Vertigo 
and Syncope, GP 8:35 (Nov.) 1953. 


2. DeWeese, D. D.: Symposium: Medical Management of 
Dizziness. The Importance of Accurate Diagnosis, Tr. Am. 
Acad. Ophth. 58:694 (Sept.-Oct.) 1954. 


3. Kunkle, E. C.: Central Causes of Vertigo, J. South Caro- 


lina M. A. 50:161 (June) 1954. 
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@ A recognized private psychiatric hos- 
pital for the treatment of all nervous 
and mental illness, including alcoholism 
and senility. Complete facilities for elec- 
troshock therapy, insulin therapy, psy- 
siotherapy, hydrotherapy and a well or- 
ganized program of occupational and so- 
cial therapy under a certified therapist. 
Referring physicians may retain super- 


Darlingtou 
Sanitarium 


WEST CHESTER, PA. 


vision of patients. Located on a beautiful 
28-acre tract ... buildings are well 
equipped and attractively appointed. 
Capacity: 75 beds, single room occu- 
pancy. Complete information upon re- 
quest. 


Apply—Superintendent 
DARLINGTON SANITARIUM, INC. 
WEST R, PENNSYLVANIA 
Telephone: West Chester 3120 
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KALAMAZOO 


ndicated wherever or: 
isone or hydrocorti one 
Available in 5 mg. 
tablets in botties of 30 and 100 
dosage is to tablet three or 
four times daily 


*Trademark for the Upjohn brand of prednisone (delta-l- cortisone) 


on up-to-date techniques for detecting and treating cancer, we 
have @ @ 

@ @ @ inour professional film library, films on nearly 150 
subjects covering cancer diagnosis, detection and treatment, 
available onloan @ @ ® 

@ @ @ our monthly publication, ‘Cancer Current 
Literature,” an index to articles on neoplastic diseases from 
American and foreign journals. 


For information about these 
and other materials, write 
your state Division of the 


American Cancer Society 
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Prescription Opticians 


According to Eye Physicians’ 


WILMINGTON, DELAWARE 


Baynard Optical 
Company 


We Specialize in Making 
Spectacles and Lenses 


Prescriptions 


9TH AND MARKET STS. 


about 


46 CALORIES 


per 18 gram slice 


WHEAT, WHOLE WHEAT AND FLAKED OR 
ROLLED WHEAT FLOURS, YEAST, MOLASSES, 
SALT, HONEY, MALT, CARAMEL, SESAME SEED, 
YEAST FOOD, WITH AN ADDITION OF WHOLE 
RYE, OATMEAL, SOYA, GLUTEN AND BARLEY 
FLOURS, PLUS DEHYDRATED VEGETABLE FLOURS, 
INCLUDING CARROT, SPINACH, KELP, LETTUCE, 
PUMPKIN, CABBAGE, CELERY AND PARSLEY. 
CALCIUM PROPIONATE ADDED TO 
RETARD SPOILAGE. 

Baked exclusively FOR YOU by 


Under License By National Bakers Services, Inc., Chicago 


many other uses. 
worry, for you're sure of constant water tempera- 
tures at low cost. Arrange for the installation of 
an Automatic Gas Water Heater in your home now. 
Ask your Plumber, or stop in to see us. 


For downright convenience, 
comfort and health of your 
family — you should have 
an ample, reliable supply 
of hot water! With an Auto- 
matic Gas Water Heater in 
your Home, you're sure of 
all the hot water you want, 
when you want it. For light- 
ening household tasks, 
bathing, cleaning, dish- 
washing, laundering and 
Besides, you save time and 


DELAWARE POWER € LIGHT CO. 
"The 


Enjoy instant, plentiful hot water 


With an Automatic Gas 
WATER HEATER 
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Bonamine. 


Brand of meclizine hydrochloride 


chewing tablets 


Probably 30 to 50% of all travelers experience 

some degree of pleasure-spoiling malaise, anorexia, 

nausea, and vertigo. For these motion-sensitive 

vacationers, you can prescribe 

new BONAMINE CHEWING TABLETS to insure happier 
travel, no matter what the method of transportation. 


For the convalescent or the invalid traveling 

for his health, BONAMINE helps to avoid the strain 
imposed by vertigo, nausea and vomiting. 

Also indicated for control of nausea, vomiting 

and vertigo associated with labyrinthine and vestibular 
disturbances, Meniére’s syndrome and radiation therapy. 


BONAMINE rarely causes drowsiness 
or other unwanted reactions. 
Supplied on prescription only: 


CHEWING TABLETS (New) — 25 mg., candy-coated, 
mint-flavored. Packages of 8. 


TABLETS — 25 mg., scored and tasteless. Boxes of 8 
and bottles of 100 and 500. Cancenaon 


PFIZER LABORATORIES, Brooklyn 6, N. Y. 
Division, Chas. Pfizer & Co., Inc. 


NOw happy travelers chew 
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Physicians’ and Surgeons’ 
PROFESSIONAL 


Liability Insurance nth 
Provides Complete Malpractice Protection, ; 
IMMUNE GLOBULIN 


High Costs Of Litigation. 
(human) 


The Only Plan Which Is Officially Sponsored 
By Your Local Medical Society 
The New Castle County Medical Society 


The Kent County Medical Society 
The Sussex County Medical Society 


WRITE OR PHONE 


J. A. Montgomery, Inc. SOT = For the modification 
DuPont Bidg. 10th & Orange Sts. of measles and the 


prevention or attenuation 
of infectious hepatitis 
Phone Wilmington 8-6471 and poliomyelitis. 


87 Years of Dependable Service 


If it’s insurable we can insure it 


LEDERLE LABORATORIES DIVISION 
AMERICAN Ganamid company’ Pearl River, New York 


EVERYTHING NEW IN DRUGS 


FOR DOCTORS ONLY! 


61380 


6-1380 is Brittingham's unlisted telephone number for 
the use of doctors only . . . Phone your prescriptions to 
us and we will deliver them by fast motorcycle to any 
point in the city or suburbs . . . No charge, of course! 


BRITTINGHAM’S 


PHARMACY 


MEDICAL ARTS BUILDING DELAWARE TRUST BUILDING 
FAIRFAX SHOPPES EDGEMOOR 
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*Trademark for the Upjohn brand of prednisolone (delta-l-hydrocortisone) 


FRAIM’S DAIRIES 


Quality Dairy Products 
Since 1900 


OLDEN GUERNSEY MILK 


Wilmington, Del. Phone 6-8225 


To keep 

your car runni 
Better-Longer 
use the 

dependable friendly 
Services you find at 
your neighborhood 


Service 
Station 


DIAMOND 


lowers 


Geo. Carson Boyd 


at 216 West 10th Street 


Phone 8-4388 


Unpaid Sills 


@ Collected for 
members 
of the 


STATE 
MEDICAL 
SOCIETY 


230 W. 4ist ST. 
NEW YORK 


Phone: LA 4-7695 
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We maintain 
prompt city-wide 


delivery service 
for prescriptions. 


CAPPEAU’S 


Drug Store of Service 


DELAWARE AVE. at DUPONT ST. 
Dial 6-8537 


OHN G. MERKEL 
& SONS 


Laboralory— Invalid Fufiplies 


PHONE 4-8818 


801 N. Union Street 


Wilmington, Delaware 
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WE CORDIALLY INVITE YOUR INQUIRY 
for application for membership which affords 
protection against loss of income from accident 
and sickness (accidental death, too) as well as 
benefits for hospital expenses for you and all 
your eligible dependents. 


$4,500,000 ASSETS 
PAID FOR BENEFITS 
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-PINWORMS 


£4441 
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$22,500, 
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ECKERD’S 
DRUG STORES 


COMPLETE 


DRUG SERVICE 
FOR 


PHYSICIAN - PATIENT 
BIOLOGICALS 
PHARMACEUTICALS 
HOSPITAL SUPPLIES 
SURGICAL BELTS 
ELASTIC STOCKINGS 


TRUSSES 
513 Market Street 723 Market Street 
900 Orange Street Manor Park 


WILMINGTON, DELAWARE 


PARKE 


Of Fine Foods 


COFFEE ‘TEAS 
SPICES CANNED FOODS 
FLAVORING EXTRACTS 


L. H. Parke Company 
Philadelphia - Pittsburgh 
7746 Dungan Rd., Phila. 11, Pa. 
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A Store for... 
Quality Minded Folks 


LEIBOWITZ’S 
224-226 Market Street 
Wilmington, Delaware 


George T. Tobin & Sons 


BUTCHERS 


NEW CASTLE, DELAWARE 
Phone N. C. 3411 


Foot-so-Port 
Shoe Construction 
and its Relation 
to Weight 
Distribution 


@ Insole extension and 
of heel where support is mos 
® Special Supreme rubber heels are longer than 
most anatomic heels and maintain the appearance 
of normal shoes. 

®@ The patented arch support construction is guaran- 
teed not to break down. 

® Innersoles are guaranteed not to crack, curl, or 
collapse. Insulated by a special layer of Texon which 
also cushions firmly and uniformly. 

® Foot-so-Port lasts were designed and the shoe con- 
struction engineered with orthopedic advice. 

®@ Over nine million pairs of men's,women’s and chil- 
dren's Foot-so-Port Shoes have been sold. 

® By a special process, using plastic positive casts 
of feet, we make more custom shoes for polio, club 
feet and all types of abnormal feet than any other 
manufacturer. 


Write for details or contact your local FOOT-$O-PORT 
Shoe Agency. Refer to your Classified Directory 


Foot-so-Port Shoe Company, Oconomowoc, Wis. 
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CLINITES 


BRAND 


reliability and standardization recognized by 
9 out of 10 leading insurance companies 


convenience and time-saving appreciated by 
thousands of examining physicians 


o* Recent survey of 437 insurance companies 


‘OMPANY, INC ELKHART, INDIAN 


ny of Canada, Ltd., Toronto: 
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for strong, sturdy, solid growth 


Lactum 


NUTRITIONALLY SOUND FORMULA FOR INFANTS 


Lactum®-fed babies get all the proved benefits of a 
cow’s milk and Dextri-Maltose® formula. Mothers 
appreciate the convenience and simplicity of this 
ready-prepared formula. Physicians are assured the 


important protein margin of safety for sturdy growth. 


Lactum-fed babies are typically sturdy babies because Lactum 


supplies ample protein for sound growth and development. 


The generous protein intake of babies fed milk and 
carbohydrate formulas such as Lactum promotes the formation 
of muscle mass. It also provides for good tissue turgor 

and excellent motor development.! 


(1) Jeans, P. C., in A. M. A. Handbook of Nutrition, 
ed. 2, Philadelphia, Blakiston, 1951, pp. 275-278. 


SYMBOL OF SERVICE TO THE PHYSICIAN 


MEAD JOHNSON & COMPANY + EVANSVILLE, INDIANA, U.S.A. 
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